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SOCIOMETRIC CHANGES IN A GROUP OF ADULT FEMALE 
PSYCHOTICS FOLLOWING AN INTENSIVE SOCIALIZING PROGRAM 
AN EXPLORATORY STUDY 
by 
Marion REED SMITH, JOHN E. BryaNt, Doris TwiITCHELL-ALLEN 


Longview State Hospital, Cincinnati, Ohio 


INTRODUCTION 


The sociometric technique, as utilized in the present exploratory investi- 
gation with institutionalized psychotics, is a means of depicting the group 
inter-actional structure at a given point in time. It is a means of defining the 
lines of communication and cleavage between members of a given group; it is 
an index of the composition of the group—a kind of measure of the group it- 
self. 


Purpose: Two major problems served to guide the present preliminary in- 


vestigation. 

(1) The variable: What are the effects, if any, of intensive re-socializing 
activities on a group of psychotic patients in a mental hospital? 

(2) The method: Does the sociometric technique serve as a useful instru- 
ment for defining and measuring these changes? What are its limitations in 
such investigations? What are the procedural problems entailed by the nature 
of the method and by the nature of the setting, namely, a ward in a mental 
hospital? 

Procedure: A series of three sociograms was taken according to the fol- 
owing schedule: 

(1) just prior to the introduction of the variable (the re-socializing pro- 

gram discussed below), 

(2) two weeks later, and 

(3) four weeks after the socializing program had been initiated. 

A comparison of the observed clinical changes with certain gross quanti- 
ative aspects of the sociometric choices is made to discover what agreement, if 
any, obtains between these two sets of data. 

Tabular summaries will be presented for the second and third sociograms 
bnly. Because of the newness of the procedure, several minor errors found their 
way into the data of the first sociogram. Its general features are known and 
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will be discussed, but it is omitted from the table so as not to prove misleading 
to the reader. 

As previously indicated, this study is exploratory and the current report 
is primarily a descriptive account of observations made. 

The procedure of the re-socializing program will be discussed at length 
below. In essence it consisted in the systematic efforts of the program director— 
through the medium of simple materials, tasks, games, and so on—to get the 
patients to engage in social activities. 

THE PROBLEM OF CHOICE TAKING 

On a ward of psychotic patients it has been found necessary for several 
practical reasons to go around the ward, more or less systematically, letting the 
patients make their choice as they are encountered. While this procedure does 
not guarantee privacy to the patient making the choices, it does enable the pa- 
tient to look about and make her choices by gesture if not by verbalization. It 
is true that some patients select their immediate neighbors and may at times do 
so simply because of their (local) proximity, but the fact of their proximity 
is probably most often a function of the very selective process the sociometric 
technique is attempting to measure. Also, some subjects choose patients beyond 
their immediate vicinity and may even choose patients who are off the ward. 

The problem of choice taking is, in addition, a problem of staff coopera- 
tion on the ward itself, since the patient is frequently unable to state his own 
name and since at times the patient speaks inaudibly or only points. The inter- 
viewer must rely on such staff member as is available to supply the names of the 
patients and to identify the names given by the interviewed patient. This person 
is usually the ward attendant who, in effect, becomes a member of an inter- 
viewing team,* since she must participate in the questioning to some extent. 
As such her full cooperation is mandatory, and she must be familiarized suf- 
ficiently with the purpose of the interview so as not to suggest answers to the 
patients. 

Another problem associated with choice taking is the amount of “pressure” 
to exert in seeking a response from a non-cooperative patient. No hard and fast 
rules are applicable here. If a patient is pushed too far a disturbance may be 
created which will spread to others thereby reducing the team’s effectiveness. 
Patients vary in the amount of pressure they will stand, and clinical experience 
is the best guide. In individual** testing of psychotics the clinical psychologist 
*In a subsequent investigation (1) the interviewing team has been found to consist op- 
any member of the team may profitably serve as interviewer. Some patients a respond 


to the attendant rather than to an outsider, or to a male rather than to a fema 
**ie., non-sociometric testing (The Editor). 
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becomes very adept in knowing when to apply pressure and when to give up 
the attempt to get the patient to take a test. The sociometric interview situa- 
tion with psychotic patients is very much the same, and the same techniques 
should be utilized. 

The question the patients were asked was “Whom would you like to sit 
with at the party?” It was explained to each patient that a party with refresh- 
ments was to be held on the ward on a certain day and that each individual 
was being asked to choose others to sit with so as to insure that everyone would 
have a good time. Three choices were requested. 

This particular question was dictated by necessity. The question asked in 
a sociometric interview implies a promise which obviously must be kept. We 
were in a position to give a party; we were not in a position to alter the seating 
arrangement in the dining room or to alter the sleeping arrangements, and so 
on. The question asked has perhaps one virtue in spite of its seeming insigni- 
ficance in the total life of the patient: it offers little in the way of a threat. To 
ask a group of psychotics whom they would like to sleep beside, for example, 
might prove very dangerous with some; although an investigation of this point 
may show such a hypothesis to be unfounded. 

Tue Re-SociaLizING PRoGRAM 

Subjects: The Longview Hospital ward selected for this study consists of 
forty white and three colored women with an average age of 62 years and an 
age range of 47-89 years. Four of the patients are blind, several are partially 
disabled physically, and many may be characterized as being physically feeble. 
During the course of the four weeks devoted to this study, 4 patients left and 
were replaced by four others, 3 of comparable age and 1 in her early twenties. 

The continuous duration of individual patients on the ward at the begin- 
ning of the study ranged from less than one week up to twenty-two years; a 
few had had extended stays on this ward off and on, for a period of years. The 
average duration on the ward for the group was 2 years, 7 months. 

The patients varied in their responsiveness, from the hyperactive to the 
apathetic and stuporous; some were quite friendly while others were negativistic 
and sullen. For the most part, they were indifferent to their surroundings and 
found little to do to occupy their time constructively. Most of them simply 
sat all day doing practically nothing, and they generally ignored each other. 
A few were more active: they paced up and down the hall or wandered about 
rather aimlessly. A few became destructive when disturbed. Nine of the pa- 
tients were somewhat untidy. 

Thus the ward selected was a ‘“‘closed ward” with eating and sleeping facil- 
ities on the ward itself. It is not classified as a “violent” or “disturbed” or “un- 
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tidy” ward. The door is kept locked more to keep the patients from wandering 
off and getting lost or missing their meals than to prevent purposive escape at- 
tempts or to protect those outside. 

The Re-Socializing Program: The problems involved in setting up an ade- 
quate program for the promotion of social contacts among the patients of such 
a ward are quite complex. As may be surmised from the foregoing description 
of the ward prior to the introduction of the socializing program, the patients 
were primarily an aggregate of individuals thrown into physical proximity, 
rather than inter-acting members of a group. 

Activities designed to include the participation of all the patients at the 
outset were out of the question. Of course, the first party (promised in the 
sociometric interview) included all but four or five of them. The only 
activity common to all those in attendance, however, was the taking of refresh- 
ments. Participation in singing was limited to only a fraction of them. 

“Formal” group functions, such as the weekly Bingo game—sponsored by 
the local Red Cross unit—were found to be “sterile” as regards the enhancement 
of individual participation and the promotion of social contacts. Many pa- 
tients were so withdrawn or deteriorated that such activities held no meaning 
for them. It was thus decided that a variety of activities which would give the 
individual something to do and yet serve as a basis for social interaction would 
be utilized. 

The activities ranged from those which would occupy a single individual 
to those which could encompass the entire group, and, during the four weeks’ 
period, they were introduced generally in order of increasing complexity. An 
attempt was made to get all individuals to engage in at least one of several 
activities presented with the result that a number of activities were engaged in 
con-currently by different segments of the ward population. Again, the activ- 
ities were employed as a means of securing individual participation and for the 
promotion of social contacts under the supervision of the program director. 

The function of the program director, then, was that of a socializing 
catalyst and a promotor of social intercourse. Her task was to get the patients 
interested in doing things individually as a springboard to getting them to do 
things collectively. The following materials and activities were introduced: 

1. The parties (promised in the sociometric interviews) at which patients 
were allowed to assist in arranging the furniture, address the group, 
and enter into games and singing. 

2. Looking at magazines. 

3. Trays of common objects for the blind. 

4. Group singing. 
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. Handwork: crocheting, knitting, sewing, or simply manipulating the 
materials presented. 
- Montessori’s sensori training packet of silk, velvet, flannel cotton, etc. 
for the blind patients. 
. Stringing of beads (for seeing and blind patients). 
. Listening to the radio. 
. Drawing. 
. Dancing. 
, — out pictures to be used in simple form boards or jig-saw puz- 
es. 
. Commercial jig-saw puzzles. 
. Bingo (conducted by the Red Cross). 
. The making of yarn balls used for playing catch and tossing at each 
other. 
. Games: Spin the trencher 
Button, button, who has the button 
Toss and catch (with yarn ball) 
Pick-up sticks 
Quoits 
Checkers 


The Re-Socializing Program: Some of the activities and materials included 
in the socializing program are traditionally considered highly individual in 
nature. As utilized by the patients and the program director, however, they 
very often facilitated social inter-action. For example, patients would often 
put their productions on display whether they were needlework patterns or 
strings of beads. Some would call the attention of others to a picture in a mag- 
azine; there would be an exchange of magazines, yarns, and so on. The selection 
of pictures for locally produced jig-saw puzzles often became a social affair and 
the actual working of a puzzle usually involved more than one person. The 
blind patients generally took great pleasure in naming to others the items on 
their trays. Several ladies observed the needlework and asked for instructions. 
In time, two or three patients were knitting or crocheting things for others, 
either on or off the ward. 


The singing and dancing became increasingly popular as did group activ- 
ities such as the throwing of yarn balls at each other. The games “spin the 
trencher” and “button, button, who has the button” not only became very pop- 
ular but held meaning for many who previously paid no attention to group 
functions. 


The Program Director: The program director followed a pre-arranged 
schedule which enabled her to be on the ward about four hours per day, six days 
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per week. For the four week period she was on hand to introduce the activities 
and to encourage the patients to take part in any and all aspects of the program. 


The activities certainly did not sell themselves. The program director’s 
attention was much in demand; her approval of productions was sought after. 
It was through her efforts, rather than the mere presence of simple materials, 
that the heightened socialization was observed to occur on the ward by all ob- 
servers. 


Clinical Observations: All persons who had occasion to observe the ward 
continuously or periodically were interviewed to determine what changes, if 
any, they had observed. The continuous observers were the regular attendants 
on the ward; the periodic observers were psychologists who attended the three 
parties. 


The character of the ward was regarded as changed “for the better” by all 
observers. The periodic observers were greatly impressed with the increased 
socialization and the greater responsiveness of the patients, both individually and 
collectively to the games, singing and other activities engaged in at the parties. 
The three parties (at the beginning of the program, two weeks later, and four 
weeks later) were characterized as (1) suspicious, grabbing and wolfing down 
of refreshments, (2) more relaxed, some interest in the activities, (3) gay, con- 
genial, engrossed in the party, the greatest interaction and participation. For 
the periodic observers the contrast between the first party and the last (third) 
party was likened to that of “two different wards.” 


The regular observers, the ward attendants, confirmed the above observa- 
tions regarding the patient’s behavior at the parties. They felt that the pro- 
gram had been successful in bettering the ward: increased communication and 
socialization, increased interest in the surroundings, increased activity of a con- 
structive variety, some decrease in problem behavior (aggressiveness, unruliness, 
complaining, and so on). However, the two attendants saw less marked changes 
than those reported by the periodic observers. They differed with each other as 
to the degree of change in the behaviors noted. For one the changes were less 
remarkable, especially as regards the “decrease” in problem behavior. She noted 
that the parties were “overstimulating” and consequently ward control was 
more difficult afterwards. Since she came on duty at about the time the parties 
ended it is reasonable to expect that she would have greater difficulties in carry- 
ing out the evening routine; all such affairs—visitors on ward, movies, trips 
off the ward—are notorious for creating subsequent overactivity on psychotic 
wards. Thus the apparent contradiction in the reports on incidence of problem 
behavior is not real. On the whole the problem behavior routinely encountered 
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on the ward was reduced; the situational type disturbances following the parties 
were more frequent because the ward was exposed more frequently to over- 


stimulating events, that is, the parties. 


While all the observers agreed that the socializing program had a beneficial 
effect on the over-all clinical status of the ward, only the attendants were able 
to observe the ward after the program had ended. They agreed that its effects 
persisted only a short time after the program had been discontinued. The 
planned activities rapidly dropped out and the ward seemed to return to its 
previous equilibrium. One attendant felt that the effects of the socializing 
program were observable for about a month after the program had ended. The 


other attendant felt the changes persisted for less than 2 weeks. 


Quantitative Changes: The quantitative changes observable in the socio- 
grams taken prior to the initiation of the socializing program (I), two weeks 
after the program had started (II), and at the conclusion of the program (after 
four weeks; III) are in general agreement with the findings noted under clin- 


ical observations above. 


A simple tabular summary is presented in the accompanying table for the 
second and third sociograms only. Here the patients are divided into five log- 
ical sub-groups which roughly define the acceptance of the patients by their 
fellows and indicate the extent of their participation in the sociometric pro- 
cedure. By combining the appropriate sub-groups one may readily note in each 
sociogram the number of patients making choices or failing to make choices 
and the number of patients chosen or not chosen. Likewise, the number of 
choices made and received by these more comprehensive groupings may be ob- 
tained. 

When these findings are considered together with what is reliably known 
of the first sociogram, the following observations may be made: 


Increased social participation following the socializing program is suggested 
by several gross indices: 


(a) A progressive increase in the absolute number of choices made 
(1:76%; 11:83 %; Ill:86%). 

(b) A progressive increase in the percentage of patients making 
choices (1:70%; I1:77%; 
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TABLE I 
Number of Choices Made and Received by Patients 
Classified According to “Degrees of 


Acceptance; “Sociogram II and III 


SOCIOGRAM II SOCIOGRAM 


Degree of Acceptance Patients Choices Choices Patients Choices Choices 
No. of No. of No. of No. of No. of No. of 
Made Received Made Received 


Chose and are chosen 
with reciprocals* 30 47 20 
Chose and are chosen 
without reciprocals 
No choice but chosen 
Chose but not chosen 
No choice and not chosen 
Total 43 83 83 43 86 
(c) A progressive increase in the percentage of patients chosen 
(1:65 %; 11:67%; II:74%). 
(d) A progressive increase in the percentage of patients making 
reciprocal choices (I:7%; II:28%; III:47%). 

Not only is increased social participation indicated by the notably in- 
creased percentage of patients making reciprocal choices but, as indicated by 
inspection analysis of the sociograms, this finding indicates greater cohesiveness 
and inclusiveness of the group structure. In short, there is greater interaction 
among a larger number of the group members following the socializing pro- 
gram as opposed to mere affinities expressed by a smaller number of patients in 
the first sociogram. In Table I the shift is clearly upward, that is, in the direc- 
tion of reciprocal choices. 

At the end of four weeks of socializing activity the choices are spread more 
thinly over a larger group, that is, choices are not being concentrated on a few 
key patients. Before the socializing program was introduced 28% of the pa- 
tients chosen received four or more choices. In the second and third socio- 
grams respectively, 34% and 19% of the patients chosen received four or more 
choices. 

Thus the quantitative changes indicate: 

(1) increased social participation 

(a) more patients are seeking to participate in the group, and 
(b) more patients are being accepted by the group. 

(2) increased cohesiveness and interaction in addition to the increased 

inclusiveness of the group structure. 

(3) some tendency for the lines of communication to be spread more 

evenly over the group rather than centering on a few key individuals, 


*Sixteen reciprocal choices were made in Sociogram II 
Twenty-six reciprocal choices were made in Sociogram III 
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A final tendency which may have important implications for evaluating 
the effectiveness of socializing programs with psychotic patients as “measured” 
by the sociometric technique is the trend of the patients here reported to make 
less than the maximum number of choices after repeated use of the sociometric 
interview. As with the group as a whole, so with all the sub-groups of patients 
given in Table I—whether chosen or unchosen, making choices or receiving 
choices, or making reciprocal choices—there is a tendency to make less choices 
on the average in the third sociogram than in the second. The magnitude of 
the difference in each instance is small, but its consistency throughout the sub- 
groups suggests that it is more than chance variation. In any case the reasons 
for this trend are not available in the data, but it is suspected that a kind of 
“accommodation effect” plays some part similar to that found in individual re- 
test situations. The novelty of the procedure in the individual setting wears 
off with the readministration of a given scale and a kind of economy of res- 
ponse is adopted by many individuals. In the present study it appears that re- 
peated sociometric interviews tend to reduce the average number of responses 
even though the absolute number of choices made is still increasing (due to the 
participation of the patients who previously would not choose). 


If such a trend is operative with psychotic groups it would be important 
to know, since a decline in average number of choices made would tend to mask 
positive changes which have occurred. The present study is, unfortunately, 
only suggestive in this respect. 


Generally speaking the patients most frequently selected were those who 
made the best clinical appearance at the time the choices were taken. This 
correlation is empirical rather than statistical, but the exceptions to this “rule” 
always stood out in the observers’ views as exceptional. 


The design of this study does not permit a precise analysis of the criteria 
of selection employed by the patients nor of the characteristics of the individ- 
uals selected. 


SUMMARY 


After four weeks of intensive re-socializing activities on a ward of forty- 
three elderly psychotic women, the following changes were observed behav- 
iorally and sociometrically: 

1. Increased social interaction and communication. 

2. Greater inclusiveness and cohesiveness of group structure. 


3. Wider communication among the group members with a corres- 
ponding reduction in concentration of interest on a few key 
patients. 


154 GROUP PSYCHOTHERAPY 


4. Greater responsiveness of patients individually and collectively to 
external stimuli and constructive activities. Associated with this 
increased interest was a marked change in the characteristic atti- 
tude of the group from one of suspiciousness to one of congen- 

iality and gayiety. 

5. Some reduction in “problem behavior” routinely encountered on 
the ward. 

These changes, however, disappeared within a few weeks’ time after the 
socializing program was discontinued. To be most effective, a socializing-activ- 
ity program should probably be a permanent aspect of the ward routine, pointed 
toward having the benefits become embedded in behavior patterns which rep- 
resent increasing self-responsibility. 

The nature of the materials and activities utilized in a socializing program 
with psychotic women need be neither elaborate nor complex. In fact, simple 
activities are most effective initially, and they may be increased in complexity 
as the group becomes capable of responding significantly to them. 


Individual or group materials and activities may be successfully utilized as 
a basis for promoting individual participation and social contacts. For some 
patients at least, it appears that participation in group functions as such is only 


possible after some successes in constructive individual pursuits. 


The program director is the sine qua non of the socializing program. The 
materials and activities alone will not effect the desired changes. 


Some changes in the usual sociometric interviewing procedure are necessi- 
tated by the nature of the psychotic ward. It is felt that these changes do not 
appreciably affect the validity of the sociometric findings. 


The sociometric method generally discloses the same changes as were re- 
ported by the observers. It proved to be particularly sensitive to changes in 
group cohesiveness, inclusiveness, and communication as well as to changes in 
concentration of interest on particular members of the group. In a study of 
this kind the method seems to point up and clarify the structure of the group 
and the existing interaction patterns. 
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THE GROUP APPROACH FOR WEIGHT CONTROL 


Report of a Pilot Study in Boston Area: 1949-1950 
Marjorie Grant, M.P.H.17* 


Obesity has been called America’s greatest problem in preventive medicine. 
Its importance to public health lies in the possible relationship between over- 
weight and such chronic illnesses as diabetes and heart disease. The significance 
of obesity is also borne out in the statistics which show that life expectance 
is greater for those who do not gain above the average weight for their height 
and sex between the ages of 25 and 30 than it is for those of their contempor- 
aries who become overweight. (1) 

The importance of weight control to the total health of the community 
is becoming increasingly clear to physicians, public health workers, and the 
general public. Not only do the following figures from studies in the Boston 
area point up the importance of obesity in public health; they are as well elo- 
quent testimonials of the widespread interest which many communities are 
showing in the problems of overweight. 

During 1949, 58 percent of the 1,823 conferences held in the nutrition 
clinic of a Boston hospital were for weight reduction diets. Of 3,000 “well” 
persons who received physical examinations during a six-month period at Bos- 
ton’s Health Protection Clinic, 17 percent of them were found to be more than 
20 percent above average weight for their height, sex and body build. In a five- 
month period in 1947, 12 percent of the 905 new patients registered in the 
medical clinic of a Boston medical center were diagnosed as “obese.” 

It has been demonstrated by several weight control projects that it is com- 
mon for individuals to lose appreciable amounts of weight while following 
recommended therapies of diet, medication, etc., but then fail to maintain their 
weight loss after treatment is discontinued. The literature contains mention of 
the importance of psychological factors in obesity, and failure to maintain 
weight losses has been attributed to emotional disturbances. 

Promising results have been reported from weight reduction projects which 
included some form of individual psychotherapy. Bram (2) reports that 91 
percent of 924 patients lost appreciable amounts of weight and maintained this 
loss for at least a year. In a study of 110 private patients, Ray (3) reports that 
*In cooperation with Dr. Stanley Kanter, Dr. Benjamin Kotkov, Dr. Joseph Rosenthal, Mar- 

aret Devitt, Eleanor Judkins, Ernest Melchert and A. L. Trout, consultants and group 


eaders for the project. 
17 Nutritionist, Division of Chronic Disease and Tuberculosis, U.S. Public Health Service. 
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90 of them lost to within ten pounds of their normal weight and “practically 
all” maintained their loss for two years. Nicholson (4) concluded from his 
work that psychotherapy resulted in a higher percentage of successful results 
than other methods studied. 

The wide prevalence of obesity, its importance as a factor in certain 
chronic diseases, the difficulty of treating it effectively with exercise, diet reg- 
ulation, and/or medication, and the promise which a psychotherapeutic approach 
appears to hold in its treatment are some of the considerations which led to the 
establishment of a pilot study for experiment with the group approach to weight 
control. 

A study was started in Boston in the fall of 1949 to seek effective methods 
of weight control which could be adapted for use in health departments 
throughout the country. This study was a cooperative undertaking of the U. S. 
Public Health Service and the Massachusetts Public Health Department. Vari- 
ous forms of group approaches and group psychotherapy which have been used 
successfully in the treatment of other pathologies were investigated. The study 
was essentially an attempt to determine whether the benefits derived from group 
meetings would be effective in helping overweight persons to accept and ad- 
just to the dietary restrictions necessary to reduce their weights. 

Possible benefits which could accrue to individuals as a result of member- 
ship in groups wherein all members share the common problems of overweight 
were recognized in the planning of this study. The following factors were 
considered: 

(1) Participation in group activities and discussions assists in 
an understanding and acceptance of some of the general 
physiological and psychological causes of overeating. 

(2) Individuals can gain better understanding of some of their 
own emotional problems which might be related to their 
overeating. 

(3) Fears associated with overeating can be diminished through 
group discussion. 

Members feel encouraged by the exchange of information 
related to mutual difficulties and individual accomplish- 
ments in weight reduction. 

(5) The standard of competition is lessened and more rationally 
attainable because it is with individuals who suffer from 
similar difficulties. 

The Boston Dispensary at the New England Medical Center was selected 
for this pilot study because of its long interest and successful experience with 
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group therapy in other fields. This interest, incidentally, dates from 1930, 
when Dr. Joseph H. Pratt instituted the now famous “Thought Control Clin- 
ic” for patients who were found to have nothing organically wrong but who 
were suffering from ailments of emotional origin. Moreover, for two years 
(during 1948 and 1949), weekly group meetings with physicians have proved 
helpful for a group of patients at Boston Dispensary in their efforts to adhere 
to the limitations of the Kempner rice diet for the treatment of hypertension. 
Personnel for the obesity control study was provided by the Public Health 
Service, with space and other physical facilities furnished by the Dispensary. 


The initial publicity relating to the study was limited to a radio program 
sponsored by the Massachusetts Society for Mental Hygiene and press notices 
of the inauguration of the project. This publicity suggested that a psychologi- 
cal approach to weight control was to be undertaken at the Dispensary. Many 
telephone calls, letters, and personal visits resulted from the announcements. 
This response gave positive evidence of the existence in the community of a 
large number of people who needed assistance in following the advice of their 
physicians in losing weight and in maintaining desired weight. 


The prerequisites for admission of any individual to one of the study 
groups were: (1) the feeling on the part of the individual that he was above 
his optimum weight; (2) a desire to do something about it; (3) ability to at- 
tend the scheduled series of sessions; and (4) medical approval. (Optimum 
weight, in this instance, was construed as being the “ideal weight” as defined 
by the Metropolitan Life Insurance Company.) (5) Each person assigned to a 
group determined his own weight goal and the amount of weight he desired to 
lose each week. Efforts were directed toward helping each member to reach 
his own decision—not only to reduce, but also to control his weight. Assign- 
ment was made for the initial group, without respect to sex, age, occupation, 
or economic status. The evening group consisted mainly of employed persons; 
the afternoon group was made up principally of housewives. 


It was found that those members who came at first because they were 
over-urged by their physicians or relatives usually did not continue to attend 
the full 16 sessions. Many members of the groups stated that they could lose 
weight successfully, but admitted that they regained it promptly—usually re- 


gaining more than they had lost. Interview of prospective group members and 
those selected for membership confirmed the facts that not all overweight per- 
sons recognize that they are overweight, and not all of these actually are mo- 
tivated to correct their conditions. Discussions also brought out the fact that 
the satisfactions which some overweight persons obtain from food are greater 
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than the satisfactions which they might gain from achieving weight reduc- 
tions. 

A procedure of medical clearances was adopted for the purpose of insuring 
that the personal physician of each group member recommended the individual 
to lose weight. This was accomplished by asking members of the groups to ob- 
tain referral slips from their family physicians. In several instances it was 
found that persons who asked for membership in the groups had not visited 
their doctors for many years, and physical examinations of these individuals 
disclosed serious ailments for which close medical supervision was required. Be- 
cause medical clearances could not be obtained until after the first group ses- 
sion, there were several absences following the first meeting. With subsequent 
groups, a medical clearance was required prior to any enrollment in a group. 
Assurance that no physical ailment is associated with an individual’s excess 
weight is sound health practice, affords protection for the applicant, and, in 
turn, this knowledge is important to him for the successful application of the 
group discussion method. 

Individual questioning disclosed that the majority of the applicants felt 
that they already know what they ought to eat in order to lose weight, but 
they need help in following any kind of a restricted diet. Group members des- 
cribed their previous reducing diets which they had obtained from physicians, 
nutritionists, and periodicals. In many instances they had been attracted to fad 
diets and other “magic” solutions to their overweight problem. It was felt 
that information regarding a diet which is nutritionally adequate and designed 
to fulfill the individual needs of the patient would help each person to overcome 
his fear that illness and weakness necessarily accompany weight loss. 

Appointments were made for members to have individual consultations in 
the Food Clinic at Boston Dispensary. Fees charged for the 16 sessions included 
food clinic visits. No additional charge was made for subsequent appoint- 
ments, and the average number of visits for the two groups for which this pro- 
cedure applied was 1.7. In later groups the procedure was changed and diet 
instruction was made easily available for group members, but was not required, 
Free individual instruction from health department nutritionists was arranged 
for the members of groups which held their meetings outside the Dispensary. 


A quiet room, large enough to seat 25 persons around a large table, was 
made available at the Boston Dispensary. Comfortable chairs are important. 
It was found desirable to have doors closed, and telephones and other interrup- 
tions minimized during the sessions. Any such interruptions interfere with 
and delay the progress of group discussions. Late arrivals came in quietly 
without comment. Visitors, except for an occasional professional person 
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interested in observing the technique, were discouraged. Under such circum- 
stances, it was found best to introduce the person to the group before the ses- 
sion began. Scales which could be easily checked for accuracy were on hand at 
all meetings. Weekly weighing was voluntary. The best method found for 
encouraging members to weigh themselves was to place the attendance sheet 
and pencil near the scales. Each person was thus encouraged to record his 
weight as well as his attendance upon entering. 


Initial orientation was conducted in a cordial and friendly atmosphere. 

An assistant project supervisor or administrator welcomed applicants and pro- 
vided definite information about the time, place, and cost of sessions. Appli- 
cation forms were given to all. Assignments to groups were made as individuals 
applied. Information about the method was limited to statements like the 
following: 

“It has helped others to discuss their problems with persons who 

have similar problems.” 

“We expect members to work out their mutual problems to- 

gether.” 

“The group method has worked for other ailments.” 

“Meeting together regularly for these 16 weeks may give you a 

better understanding of your problems.” 

“If you feel overweight is one of your problems, if you want to 

do something about it, and if you have not succeeded with other 

methods, come and try.” 


It was found important to inform prospective members that the series 
would cover 16 weekly meetings, and that they should not consider joining 
a group unless they could be reasonably sure of attending regularly for that 
period. This information automatically eliminated some who were merely curi- 
ous or who were “just shopping around.” Questions regarding group con- 
ductors were answered essentially as follows: “We have different conductors 
for the various groups.” 

It was found important to avoid any implications that there would be a 
quick or easy answer to the problem of overweight. Staff members endeavored 
to convey only their own confidence based upon past experience with the group 
method that this approach would be successful in achieving weight reduction 
for the members of the group. They also emphasized that these first groups 
were experimental, and that they would show that, though learning more 
about the problems of the overweight person, a better understanding could be 
gained as to how the overweight person might be helped. 


On the basis of past successful experiences for groups with other prob- 
lems, the number of weekly meetings was set at 16, with each meeting to last 


, 
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one hour. Some members in the beginning expressed the opinion that 16 weeks 
seemed to be too long. At the end of the program, some of these same persons 
commented that the period then seemed to be too short. The experience gained 
in this study has led the staff to the conclusion that it is important to plan to 
assist each group with arrangements for continuing their meetings after the 
16-week period with a group conductor or secretary chosen from their own 


group. 

Most of the administrative problems were disposed of before the beginning 
of the sessions. These problems were handled by staff members other than the 
conductor. Sessions began and ended promptly, but members of groups fre- 
quently remained in the meeting room to continue their discussions informal- 
ly. Problems other than those of an administrative nature which were not dis- 
posed of during the meeting were referred back to the group “for discussion 


next time.” 

Any member who was absent for one or two early sessions was sent an 
informal note signed by the staff member responsible for administration. Such 
notes were worded something like the following: “The group missed you at 
the meeting last Monday. We hope you will be able to come next week.” It 
was felt that notes written in this personal tone would be more reassuring and 
less threatening than a telephone call. After a group had held a few meetings, 
its members began to call one another and take increasing responsibility for 
each other’s attendance. 

Personnel for the pilot study was financed by the Public Health Service. 
In the groups conducted at the Boston Dispensary, payment was the same as 
required for other clinics and was adjusted in each case to the financial ability 
of the individual concerned. Top price was $2.00 per session or $30.00 for 
the 16 sessions payable in three installments. This included as many appoint- 
ments in the Food Clinic as were desired. 

Subsequently some groups met on a university campus or under sponsor- 
ship of a health department where there were no charges for attendance. 
Groups have been successfully organized at a rate of $10.00 per 16 sessions 
payable in advance. Rates depend upon the customs of the sponsoring organi- 
zations and may or may not include medical consultation, nutrition, informa- 
tion, etc. A goal of this study has been to make these groups automatically 
self-supporting for payment of the leaders, with space and promotion provided 
by a sponsoring agency without cost to the members. It was found that many 
group members previously had spent large sums for special baths, mail order 
correspondence courses, spot reducing, body treatments, and the like, and had 
no objection to paying a fair rate. Some group conductors served without pay- 
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ment; other were paid from $7.50 to $20.00 per session. 

The first two groups conducted under the auspices of this study were 
held at Boston Dispensary, and persons with special qualifications in the con- 
duct of discussion groups were selected as conductors. One of the conductors 
was a psychiatrist and the other a clinical psychologist. Subsequently other 
conductors with varied experience and background were employed. However, 
care was always exercised to insure that the conductors were concerned with 
the problem willing to help others, and interested in experimenting with a 
group approach in weight control. Those who have served as group conduc- 
tors include internists, teachers, a minister, and graduate students in psy- 
chology. 

The task of the group conductor is to encourage an easy atmosphere, con- 
ducive to a free and informal discussion of the problems relating to overeating. 
Problems for discussion include such subjects as how a person feels when he is 
unable to adhere to his diet; how one reacts to discouragement; and how one 
feels when he is motivated to start all over again his efforts to lose weight. 
Among the questions to which the group conductor must encourage members 
to find the answers are the following: 

“What are the reasons why a person wants to eat more than he 


needs for his physical requirements?” 
“What special meaning does food have to the overweight person?” 


It was recognized in the conduct of this study that each group conductor 
must be gifted with patience, able to accept all members impartially, willing 
to forego any impulse to try to tell group members how to reduce, and able to 
encourage the members to seek out the answers for themselves. The group 
conductor must be prepared to attend regularly each week, and begin and end 
his part in the session promptly. Substitution of conductors, or changes among 
conductor personnel, would disturb group interaction and retard group effects. 
In the opinion of the staff members of this study, the best possible training for 
a group conductor is actual membership in a therapy group. It was found 
helpful during the course of this study to arrange frequent meetings of the 
group conductors for discussion of their problems and experiences. 


Facilities were not available at the Boston Dispensary for a sufficient num- 
ber of groups to take care of the number of applicants who were interested in 
joining. Boston University, because of its interest in small group methods, of- 
fered facilities in its Psychology Department for the conduct of two groups. 
It was of interest to staff members to note that although a number of persons 
who preferred the clinic as a meeting place (“It gives us a safe feeling”), or 
who preferred a mid-town location because of shopping facilities, nevertheless 
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indicated that becoming part of an experimental group in the psychology de- 
partment of a university was an attractive inducement. The Brookline Health 
Department sponsored a group which met in the Brookline Library. Two 
members of the first group themselves sponsored another group in a neighbor- 
hood settlement house. 

The State and City Health Department staffs have supported the entire 
project through their interest and encouragement. The faculty and members 
of the student body in the Harvard School of Public Health and Department 
of Social Relations stimulated the project with their interest and valuable sug- 
gestions. Such support provides impetus for the continuation of this program. 

In the fall of 1950, with little additional publicity, registration for two 
groups was held at the Y.W.C.A. in Boston. One of these began last October, 
and the second in February of this year. The Jewish Community Center 
(YWHA) requested assistance in procuring a leader; one of its members had 
been a member of an earlier group, and had organized 27 women who were 
then ready to pay for a leader and to meet for a series of sessions. 

Other hospitals and neighborhood houses have been interested in the 
establishment of similar programs. Group members are referring many of their 
friends and relatives to such groups. Four of the groups held in the Boston 
Dispensary still meet twice a month for discussions under chairmen selected 
from their own membership. Staff members of this study are now waiting to 
learn whether the start given this program in a single year will be sufficient 
to keep it going on its own momentum without official promotion. 

Since it is easier to lose weight than to maintain the weight loss after 
treatment is discontinued, it was felt that evaluation of the results achieved 
should be based not only on the percentage of excess weight which was lost 
during the treatment process, but also on this percentage as observed some time 
after treatment. 

Data from a one-year follow-up of the results attained by 102 overweight 
persons enrolled in six weight control groups is now available. The majority of 
the persons were middle-aged (median age 45.2, range 21 to 72) married 
(74%), housewives (65%). Only eight were males. The vast majority of these 
people had attempted to lose weight one or more times in the past. 

Of the 102 persons beginning treatment, 17 attended only one session, 
another 17 attended at least 2 but not more than 4, 22 attended at least 5 but 
not more than 9, 22 attended at least 10 but not more than 14, and 24 at- 
tended either 15 or more sessions. 

The percentage of excess weight at the beginning of treatment in this 
group ranged from 10% to 149%, with 64 of the group being at least 
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30 overweight. The results of the treatment are shown in the following 
table, in terms of percentage of excess weight lost at the end of treatment and 


at the end of the first year following treatment. 


Number of Persons Losing Specified 
Percentage of Excess Weight 


Percentage of At end of At One-Year 
Excess Wt. Lost Treatment Follow-up 


Total 102 
65-100% 
85- 64 
5- 34 
+- 4 
More than 5% gain 
The results achieved are comparable with those of other long term studies. 
Following are the salient observations noted by the staff, based upon ex- 
perience with nine groups comprising the pilot study in the Boston area: 


(1) There are many people who desire to lose weight, and who 
have tried various methods without success. 

(2) The prospect of meeting in groups for group discussion 
with others who have a similar problem has strong appeal 
to these persons. 

(3) During 16 weeks of meetings, the loss of weight among 
group members was comparable to losses reported from other 
types of therapy such as prescribed diet, medication, and 
exercise for the same period of time. Follow-up showed 
that weight loss has been maintained by more than one- 
third of the members. 

(4) Many members of these groups continue to maintain re- 
lationships with each other and with a central office. 

(5) A substantial proportion of the participants expressed the 
desire to continue group meetings as an aid to the fur- 
ther control of their difficulty. 

(6) Referrals continue to come from members of previous 
groups who are recommending this method to their friends. 

(7) Promotion of additional groups was stimulated through a 
variety of agencies, including hospital clinics, voluntary 
and official health agencies, and members of previous groups. 

If with the cooperation of the medical society, a health department can 
provide sponsorship, space for meetings, orientation and perhaps training for 
group conductors, statistical services for evaluation of results, it is believed 
that groups of this type will thrive with a minimum of promotion and pub- 
licity. Coordination of these groups with existing community health programs 


will depend upon local needs and the support given by the community and its 
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voluntary agencies. 

It is the conclusion of the staff that the method of weight control at- 
tempted in this study may be a practical and successful measure to meet a 
difficult problem in public health. It is felt that this method is worthy of 
further research and trial in other localities. 
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PSYCHODRAMATIC TREATMENT OF A PEDOPHILE 
The Case of Manuel 


RayMonpD J. Corsini 


Wisconsin Department of Public Welfare 
INTRODUCTION 


In a previous paper, a description of a variation of the method of Psycho- 
drama, as used in a prison, was presented, paying especial attention to the prob- 
lem of establishing group psychotherapy in a penal situation.* In the present 
paper, an actual case is followed for the double purpose of showing the method 
in action and to illustrate the powerful effectiveness of Psychodrama in un- 
ravelling neurotic criminosis and the treatment of sexual deviation. A third 
paper on the theory of penal group psychotherapy in reference to Psychodrama 
will follow. 


MANUEL 


Manuel was working with several other men in the day room of the Neu- 
miller Hospital at San Quentin on a certain day when our Psychodrama group 
was to meet. I asked the men to leave “because we were going to have a class” 
and Manuel asked whether he could stay and watch. I told him he was entirely 
welcome, but that we had decided not to have visitors. He could, however, 
join our group for this one session, become a temporary member as it were, but 
would have to participate if asked to. This was the routine answer that was 
given to anyone, free or convict, who wished to observe what we were doing. 
He accepted on this basis, I learned his name, introduced him to the group, and 
introduced each of the members of the group by name to him, and then con- 
tinued our session. Towards the end of the session, Manuel and another member 
were asked to volunteer for the “initiation” which was the familiar sociodra- 
matic situation of an employee, an ex-convict, who wants to receive a promo- 
tion from his foreman. The foreman, on the other hand, is dissatisfied with the 
employee and wants to fire him. Manuel accepted the role of the foreman and 
showed considerable hesitation and inadequacy in dealing with his opponent who 
happened to be quite aggressive. Following the end of our session, Manuel 
spoke to me privately asking if he could come to my office to talk about some- 
thing. I made an appointment for the next day. 


*R. J; Coen. The method of psychodrama in a prison. Group Psychotherapy. 1951, 3, 
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At our appointment, Manuel stated he had a number of things he would 
like to talk about and he wondered whether I would have time to listen to 
them. Further inquiry revealed that the problems lay in the area of personal 
and social adjustment, and I advised him to consider joining our group rather 
than to attempt any individual therapy. He showed some distress at this, and 
explained he was in for a sex crime and didn’t want to talk about it in front of 
“a bunch of convicts.” I explained that several of the members of our Psycho- 
drama had been convicted of sex crimes, that no one brought up anything he 
did not want to, and that we were not primarily interested in crime, but rather 
in whatever might be behind the crime. Manuel finally agreed to join our 
Psychodrama group on a trial basis, but it was quite evident that he would 
have preferred individual discussion. I explained the patent impossibility of 
individual treatment for all who asked, assured him of every consideration in 
terms of sparing his feelings and also assured him that in my opinion on the 
basis of what I already knew about him, that group treatments would prob- 
ably help him, to give them a fair trial, and that if he should ever conclude that 
this was not what he needed, I would be happy to arrange to see him individu- 
ally. 

Manuel joined our group, and at his sixth session, brought up his problem 
which he stated was an inability to do the things that he felt he could do, to 
achieve what he was capable of, of his failure to accomplish what he wanted to 
do. He told us that he was a very hard worker, always was active, that he was 
married to a fine woman, and had two wonderful boys. On the basis of this 
information, we ran a short Psychodrama in which he proposed starting a weld- 
ing shop to his wife and in turn, his wife stated that he always had these fancy 
dreams which he never accomplished. In the Psychodrama, Manuel got quite 
excited, and threw himself whole-heartedly into the argument, and when 
stopped, showed some signs of agitation and demanded to explain something to 
the group about the matter. Permission was denied in a curt manner and he 
was asked to leave the room forthwith which he did in a most reluctant man- 
ner. At the next session, Manuel was permitted to talk about this problem and 
he announced that he must have an inferiority complex because he could 
actually do a lot of things which he saw others do, but he didn’t have the nerve 
to take a chance. 


Several weeks later, Manuel was asked again to come up, but he demurred, 
saying he had nothing to say. He was informed that membership in the group 
was cortingent on production, that he certainly had a lot on his mind, and that 
he should present something, no matter how trivial. He was then, following 
somewhat reluctant agreement, scheduled for the next week, and assured that 
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he would think of something. The following week he began once more to talk 
about his inability to accomplish things he felt capable of, mentioned his sense 
of inferiority, talked about his wife, and finally discussed his father, stating 
that the father had always had high hopes for him and that it was a good thing 
that his father was dead because the shock of knowing his son was in prison 
would have killed him. Some exploration soon showed that Manuel’s family 
had revolved about Manuel’s father, whose word was absolute law. Manuel 
pointed out that his respect and love for his father was so great that even after 
he had been married, he had never made any major decision without consulting 
his father, and then went on to say that the father was consulted even on minor 
purchases of clothing, church attendance, which schools his children went to, 
and whether the children could go to the movies. 

We set up the following situation: Manuel, his wife and his two children 
were in their own home. The children were to ask the mother whether they 
could go to the movie to see “Black Gold.” The mother was to agree and to 
state she too wanted to see the picture and she was to ask Manuel whether they 
could not all go. Manuel was to agree but to state that he must consult the 
grandfather. With Manuel out of the room, I asked his children to show great 
enthusiasm to see “Black Gold,” asked the wife to argue strongly for this film, 
and asked the grandfather to deny this request with complete finality. 

Manuel, who was outside, was told that he was to come home and have 
supper. He came in, went through a pantomime of eating, his children asked 
their mother to go to the movie, she said she wanted to see that show very bad- 
ly also, and that she would ask their father. Manuel agreed to take his family, 
and per instruction, stated he would have to ask his father’s permission. The 
kids protested, saying that other children had to ask only their father and not 
their grandfathers. Manuel shut them up shortly, and the family group went 
to the grandfather. On entering the house, the grandfather peevishly demanded 
that the kids clean their feet and asked Manuel whether he was bringing up 
children or pigs. Manuel yelled at the kids and told them to clean their feet 
whereupon the grandfather asked Manuel whether he had no respect for his 
father since he came into his house smoking a cigarette. Manuel apologized 
profusely for his non-existent cigarette and finally when the father asked what 
they wanted, Manuel gently asked his permission to take his family to the mov- 
ies. The father went into a fury, excoriated Manuel and the rest of Manuel’s 
family for their reckless extravagance and complete lack of morals and sense. 
Manuel attempted to mollify the father, who demanded to know the name of 
the movie, and when he heard it, went into another rage and denied permission 
to see such “junk.” Manuel was unable to answer, and one of the kids began 
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to complain that other kids, etc., whereupon Manuel turned on this son and in 
violent terms demanded respect for the grandfather and threatened him with 
violent punishment if he dared to speak one word against the grandfather. 
The grandfather then excoriated Manuel for bringing up rude, selfish, stupid 
kids who had no respect for their grandfather. Manuel apologized, and promised 
to do better, and the situation ended at this point. 

We repeated this exact scene three times at three subsequent sessions with 
the very same characters and although Manuel was asked to attempt to be more 
aggressive towards his father, he never was able to show any more spunk. Dis- 
cussions subsequent to these sessions were not very illuminating, but Manuel 
was informed many times by members of the group to show more guts and to 
stand up for his rights. To these suggestions, Manuel responded by saying he 
had been brought up to respect his father and that any independence or impu- 
dence was absolutely unthinkable. He eventually told us the following story 
prior to his fifth reenactment of this very same scene. 

He had been the one to find his father dead. The father had died sudden- 
ly of a heart attack, and on finding his dead father, Manuel had fainted away, 
and on reviving the ministrations of his brothers and friends, showed such ex- 
treme grief that a doctor had to be called. The doctor gave him a “shot” to 
make him sleep, and he was later kept under sedation for several days. He 
threatened suicide and determined to kill himself at the grave to join his dear 
father. He told us with tears streaming down his face that he had had the 
finest father ever a man had and that he never could forget him and that he 
would never stop grieving his irreparable loss. He agreed to go through with 
the same scene a fifth time and the following session saw an identical re- 
enactment of the problem with the sarcastic querulous grandfather, the quiet 
passive wife and the demanding children. When the grandfather repeated the 
statement about “respect for his father,” Manuel suddenly lunged for his father, 
got him by the throat, threw him to the ground screaming. The rest of the 
group after a moment’s hesitation due to being startled by this sudden violence, 
separated the two men, having to drag Manuel off his father. He kicked and 
thrashed about screaming hoarsely, “The bastard. I'll kill him. Ill kill him. 
The bastard.” We held Manuel down on the ground as he continued flailing 
about, screaming vile obscenities and finally helped him to a chair where he lay 
exhausted, panting, and sighing, showing great agitation. As soon as he ap- 
peared to be getting control, we turned to other business, leaving Manuel alone. 

In the following session when Manuel was asked to comment, he analyzed 
himself as follows: He had actually always hated his father, but only realized 
it after his violent reaction of the week before. This monstrous desire would 


170 GROUP PSYCHOTHERAPY 


have been previously incredible. There was no question that he must have hated 
his father and desired his death. He had been profoundly upset by this know- 
ledge, he knew it was the truth, but did not see how this feeling was related 
either to his inability to succeed in life nor to his crime. He then told us the 
details of the crime. It seemed he had gotten an impulse to inspect a little girl’s 
genitals, a neighbor’s child who played with his younger son. He had pulled 
her panties down and felt her genitals unable to control himself. When the 
father had come to protest this behavior, Manuel had threatened him and got 
into a violent argument. The father of the child called the police and Manuel 
confessed completely, and never repudiated the crime. He then insisted he had 
never had the slightest amount of pedophiliac desire, and that his crime was a 
total mystery to him. Following this account and some further discussion, 
Manuel was asked once again to go through the very same scene, and agreed only 
after some persuasion. We also had to persuade his father who, as can be imag- 
ined, had been not inconsiderably discomfited by the violent attack of the pre- 
vious week. In private, Manuel was instructed to berate his father, to call him 
names, to threaten him, but not to attack him if possible. The father was then 
asked, while Manuel was out of the room, to continue to be his old mean, bit- 
ter, insulting self, to continue this pose for a while if Manuel showed resistance, 
and then if Manuel continued to be aggressive, to mollify and placate and even 
to go beyond this—to show fear and submission. For the sixth time, the drama 
began, and when Manuel began to fight back, the father displayed feelings first 
of surprise, then of horror and finally got on his knees begging Manuel for for- 
giveness, bursting into tears, insisting he always had tried to do his best, that 
he loved Manuel, that he was an old fool, that Manuel was correct, that he 
deserved to die, that he had ruined Manuel’s life and that he would no longer 
interfere with Manuel’s life. Our subject was speechless, and when the father 
walked on his knees to Manuel to demand forgiveness, again the scene was 
stopped. 

The following week Manuel came up with the solution to his crime. He 
had always desired the father’s death, although he had been unaware of it. 
When he found the father dead, he had fainted and had carried on because he 
felt he was his father’s murderer. He had never recovered from the guilt of 
crime he had wanted to commit and had never been comfortable after his 
father’s death, partly because he had depended on his father’s decisions and had 
been submissive and incapable of independent solutions, and partly because he 
was weighted down by his guilt. He believed he had committed the crime 
against the child in order to be punished for the death of his father. He told 
us it didn’t make sense, but he was sure he had the solution. His inability to 
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succeed, his inferiority complex, were related to his father’s domination, and 
his father’s conviction that his son was an inferior and inadequate person. 

We discussed this case at length and final agreement was had that (1) the 
father had sinned against Manuel, bullying him and using him to support his 
own ego, (2) that Manuel had been unable to free himself from his father’s 
domination, (3) that Manuel had hated his father and had unconsciously 
desired his death, (4) that he had been filled with guilt on the death of the 
father because he had wanted to kill him, (5) that the crime against the child 
was not due to any perversion but rather was due to the desire to be punished 
for his having desired his father’s death, and (6) that Manuel had not been able 
to achieve his capabilities due to the domination of the father. 

Although Manuel remained in the group for several more months, being 
quite active as an auxiliary ego, and being an enthusiastic adherent of our 
group, and presenting several minor problems, no further deeper complexes were 
uncovered,* and his concern shifted to his release date and to his family. He 
was suddenly removed from San Quentin and sent to Terminal Island, a newly 
established institution for sexual offenders, psychotics, homosexuals, and other 
special cases, following denial of parole by the Adult Authority. In line with 
the philosophy of Psychodrama as practised at San Quentin, at that time, no at- 
tempt was made to interfere or modify these circumstances, in view of the prin- 
ciple that no efforts would be made either for or against the individual outside 
of the group. SUMMARY 

The case of Manuel is an exceptionally clear-cut instance of a man com- 
mitting a crime in order to obtain punishment to assuage guilt for a covert 
and unconscious “crime.” By locating through psychodramatic techniques what 
appeared to be the source of difficulty and hammering away at this problem, he 
suddenly loosed his pent-up hostility which had the subsequent effect of pro- 
ducing insight. Other con-comitant problems, such as his poor regard for him- 
self and his inability to achieve what he considered to be within his capabilities 
were cleared up partly by self-realization and partly by discussion. There was 
general agreement by subject, therapist, and the therapy group as to the na- 
ture of the dynamics as well as conviction that his actual sex crime was but a 
product of his emotional disorganization. 

As part of the essential philosophy for the employment of group psycho- 
therapy in a custodial-penal environment, no attempt was made to communi- 
cate our results to the releasing powers, and he was denied release and was trans- 
ferred to another prison where all contact was lost. 


*Ed. Note—Presumably additional intensive sessions would have accounted for the specific 
form which the crime took. 


SOME THEORETICAL NOTIONS REGARDING 
CHANGES DURING GROUP PSYCHOTHERAPY 


THomMas GoRDON 
University of Chicago 


To build a theory to explain what happens in group psychotherapy and 
why it happens we need to interpret the actual experiences of those practicing 
group psychotherapy and also to subject the process of group psychotherapy to 
scientific scrutiny. For the present we must rely almost entirely on the experi- 
ences of those who are doing therapy in group, for publishing research is prac- 
tically non-existent. 

Out of my own recent experiences in doing therapy with groups, two pre- 
liminary theoretical notions have emerged. These ideas may seem very familiar 
or very naive to those who have been doing group psychothrapy for a longer 
period than I. But in this field where there are so few established facts, perhaps 
we are all newcomers, in a sense, and thus can gain from the experience of 
others. 

The two theoretical notions I have in mind deal with certain aspects of the 
process of change undergone by group members during therapy. One notion 
has to do with changes in the way that group members relate to others; the 
other notion is related to changes in the way group members perceive and react 
to authority. Throughout I shall attempt to relate these changes to certain as- 
pects of the particular role that I as a therapist have found most helpful in 
facilitating these changes. 

New Ways of Relating to Others 

Group psychotherapy offers to the person who comes for help a real-life 
situation in which he can experiment with new ways of interacting with others. 
It is likely that he comes to the group anxious, dissatisfied and unsuccessful in 
his present relationships with others. In the group he has a rare opportunity to 
discover and try out new ways of interacting that will free him from anxiety 
and bring him greater satisfaction. 

As a result of group psychotherapy, such a person seems to develop an at- 
titude of greater respect for others. He begins to see others as persons with 
more worth and more significance. This respect for the other person is in sharp 
contrast to his earlier attitudes which were likely to be devaluating of others. 
In our culture the child readily learns from adults that the world consists of the 
strong and the weak, the desirables and the undesirables, the teacher and the 
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learners, management and the workers, those who count and those who don’t. 
Somehow in group psychotherapy the person learns a greater respect for each 
person; somehow he begins to feel that every person has an individuality and 
worth in his own right. 

These new ways of looking at others may be learned because the group 
member witnesses the unfolding of the lives of others in all of their wonderful 
complexity. They may come about because the person moves toward greater 
security and acceptance of the distinctive qualities of his own self which then 
enables him to accept the distinctive nature of others. It is also a reasonable 
hypothesis that these changes are facilitated by the role of the therapist, as he 
consistently demonstrates that he respects the worth of each member. The ther- 
apist provides for the group a kind of model—a person who attends carefully 
to the words of each member; who never interrupts; who does not evaluate, 
criticize, or judge; who never takes sides; who does not subtly manipulate 
others. The attitudes toward others that lie behind such behavior of the thera- 
pist. certainly must be conveyed to the group members, providing that the ther- 
apist’s behavior is backed up by genuine attitudes and that he is not just play- 
ing a role. 

Some evidence that such changes in attitudes towards others actually 
occur was obtained in a study carried out by a group of us at the University 
of Chicago last year. Group members’ attitudes were measured before and after 
a therapeutic experience by means of the Q-technique developed by Stephenson. 
The study revealed a tendency for group members to alter their attitudes as a 
leader in the direction of greater respect for the worth of others. The attitudes 
they rated most characteristic of themselves at the end of the group experience 
corresponded more closely to a criterion of democratic and accepting attitudes 
toward others than did their attitudes at the beginning of the group experience. 
There was a marked tendency for the group members to rate as most charac- 
teristic of themselves after the group experience such attitudes as the following: 


Feels the group has the capacity to solve its own problems, provided 
each member feels free to give of himself; 


Believes people can become more self-responsible; and 

Is willing to have the members take over leadership of the group. 

Similarly, there was a tendency to rate as uncharacteristic of themselves 
such attitudes as these: 


Believes the leader always should be scen by the group as having more 
status or ability than the members; 

Believes people are generally unmotivated and need inspiration from 
outside themselves; and 
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Believes those less educated and informed often have to be led by those 
more able to point the way. 


Another change seems to occur in group members as they move toward 
newer ways of relating to others. During the early stages of group psycho- 
therapy, group members respond to statements from each other by making 
comments which are predominantly analytical, interpretive, judgmental, evalu- 
ative, and often rejecting. It seems that when members first come to the group 
they begin to respond to others in ways that are customary for them in inter- 
personal relationships outside the group. They intellectualize and analyze in 
response to others’ deep feelings, they make psychological interpretations that 
others can not accept, they advise when others are not seeking advice, they hide 
their own feelings yet expect that others should express theirs. 

Somehow during the course of the therapy, however, there begins to be a 
change in these ways of responding to others. Group members begin really to 
listen to others, they begin to respond in a way that conveys understanding and 
acceptance, they begin to try to help other members work through their prob- 
lems, and they secm to respond to others as persons rather than as objects to be 
analyzed, studied or interpreted to themselves. 


This observation has been substantiated by Gorlow* in a study in which 
he found that group members made a significantly greater number of permis- 
sive, accepting and understanding statements in the /ater group sessions that in 
the earlier ones. Group members gradually became more and more like the 
therapist from the standpoint of the kind of responses they made to others. 
Also, individuals who were judged in Gorlow’s study as better adjusted at the 
beginning of therapy were those best able to assume this therapist role in their 
interactions with other members. 


How can we explain this change? Could it be that group members actual- 
ly take over some of the therapist’s attitudes and behavior toward others, thus 
becoming more therapeutic themselves in their relations with others? This is 
the hypothesis that seems most tenable. I have thought that a very significant 
research would be one in which we would study two therapeutic groups, one 
conducted by a therapist who employs an interpretive role, the other who avoids 
interpretations in favor of accepting responses and reflection of feelings. Our 
hypothesis would be that the members of each of these groups would adopt 
ways of responding to others that were like their particular therapist. The 
findings of such a study would add considerably to our understanding of the 
role of the therapist and differences between different “schools” of therapists. 


*Unpublished study reported by Nicholas Hobbs. Chapter VII, Group-Centered Therapy, in 
C. R. Rogers: Client Centered Therapy. Boston: Houghton-Mifflin, 1951. . 
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There occurs in group psychotherapy a third change related to the inter- 
action of group members toward others. Members seem to change from the 
tendency to cover up their feelings in their relationships with others to a state 
of freedom to express deep feelings and to establish relationships on a more in- 
timate and open basis. So many people who come for therapy have learned that 
to be open and honest with others and to relate on a feeling level will only make 
them vulnerable to hurt. Such persons maintain strong defenses against expos- 
ing their real selves at a tremendous psychological cost, for they are continu- 
ously anxious lest others see them for what they are. In the early therapy ses- 
sions, group members show these same defenses against revealing themselves, 
ranging from the person who maintains complete silence in the group to the 
person who carries on highly abstract and intellectual conversation in which it 
is almost impossible for other group members to find the person and his real 
| 

As therapy progresses, however, these individuals gradually learn that it is 
safe to expose oneself. They begin to gain courage to experience themselves, in 
a sense, and to try out expressing their previously hidden feelings. Hobbs re- 
ports the statement of a group member taken from the personal diary she kept 


during her group psychotherapy experience. Her remarks illustrate clearly this 
change in ability to express feelings: 


“It seemed to me that by being frank about my feelings in the 
group meetings, I was accepted by all of the others. This carried 
over, to a great extent, to other situations. Now upon meeting 
new people, i’m just ‘me’ without repressing things and feelings 
for fear that others might not understand.” 

Why does this increased willingness to “be just me” occur in therapeutic 
groups? First, it seems to me that when a group member hears another member 
expressing intimate feelings and revealing private attitudes, he begins to feel: 

If this person can expose himself through expressing such per- 
sonal and unflattering feelings about himself, certainly he can ac- 
cept my expression of my own feelings. 

Secondly, it seems to me that the therapist brings to the group a new way 
of responding to others—a way that is different from ordinary responses. The 
therapist demonstrates that it is possible to interact with others without agree- 
ing or disagreeing, without evaluating negatively or positively, without judging 
rightness or wrongness, without desiring to change the other person, without 

ejecting or supporting. In short, the therapist brings something to the group 
that would not otherwise be there—he brings a set of attitudes and ways of 
implementing them. These attitudes convey: 
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I hear what you are saying. 
I understand it. 

I accept it as the way you feel. 

I do not have the right to question, to judge, to interpret, or to 
correct the way you feel. 

It is part of you, and I accept the way you are now. 

If the therapist consistently implements these attitudes—and I stress the 
word “consistently,” for if he is not consistent his hypocrisy will be soon de- 
tected—then the group members gradually begin to feel, “If this group leader 
can accept me as I really am, it must be safe for me to experience this real self.” 


My own experience as a therapist for groups, as well as for individuals, 
has convinced me that this experiencing of more and more aspects of self in a 
safe, non-threatening and accepting atmosphere is really the crux of thera- 
peutic change. Sometimes a member will experience his self directly as he inter- 
acts with others in the group. At other times he will experience self symboli- 
cally as he re-enacts past interactions with others. Whether he is behaving in 
the present or symbolically manipulating symbols of his past behavior, I can be 
of most help in facilitating his change by creating an atmosphere that frees him 
from the usual anxiety that has in the past accompanied his self-experiencing. 
Although at times I have been tempted to speed up this process by interpreting 
his behavior or by focusing his attention on cause and effect relationships, I 
have found this to be less than helpful. At times it has seemed to me that my 
eagerness for the group member to acquire some of the insights that I might 
have formulated actually distracts the person, for it invariably will force him 
back into intellectualized and abstract discourse that is usually miles away from 
first-hand expericncing of self. 


Discovering a New Source of Authority 
I would like now to try to clarify my second theoretical notion, one that 
is concerned with a change in some of the group members’ attitudes toward 
authority. This change it seems to me is even more closely related to the in- 
teraction between the group members and the therapist or group leader. 


Stated simply, this notion is that group psychotherapy facilitates the dis- 
covery by group members of a new source of authority. When the person 
comes for help he brings to the group a set of attitudes which attest to the 
existence of authority outside of the individual. This idea is not new. Eric 
Fromm has expressed it far more clearly than I could ever hope to, when he 
discusses “‘the illusion of individuality” that pervades our culture. Man is 
really not free from authority. Although he has thrown off the shackles of in- 
stitutional authority, anonymous authority has taken its place. 
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. » modern man lives under the illusion that he knows what 
he wants, while he actually wants what he is supposed to want 
. . » He conforms to anonymous authorities and adopts a self 
which is not his. The more he does this, the more powerless he 
feels, the more he is forced to conform.”* 
In my experience with persons in individual therapy or group psychothera- 


py, this fact stands out repeatedly. These people are caught up in the endless 
and utterly fruitless task of identifying with the right authorities, whether 
they be parents, teachers, philosophers or the sterile words of scholars long since 
dead. In a sense when they come for therapy they are still trying to find a bet- 
ter source of authority—this time in the person of the psychologist or the psy- 
chiatrist. From childhood on, the individual in our culture is seldom given the 
opportunity to learn to trust his perceptions and interpretations of his own 
world of reality or to rely upon his primary experiencing of this reality. On 
the contrary he is forever placed in situations where he is provided with ready- 
made interpretations and the second-hand or even antique experiences of a var- 
iety of experts. Consequently, people learn to ask, “What is right?” “What do 
the authorities think?” “What is the accepted belief?” They do not learn to 
ask: “What do I think?” “What does this mean to me?” “How do I see this?” 

Nowhere is this more apparent than in education. In our schools and col- 
‘eges we seem to be developing thousands of professional critics but few cre- 
ative and original thinkers. Students jump like mountain goats from one ex- 
pert to another, or, as is appropriate at my own University—from one great 
book to another—forever seeking the one infallible source of authority, but 
never really finding it. 

What happens to such persons in group psychotherapy? First, they usual- 
ly turn to the therapist, asking, What should we talk about? What will be 
most therapeutic? What have other groups done? What do you think I should 
do? Listen to the words of a seventh-grader in the first session of group psy- 
chotherapy. He shouts at me: 

“You'll be licked if you don’t control us right at the start. You 
have to keep order here because you’re older than us. That is 
what a teacher is supposed to do. If he doesn’t do it we'll cause 
a lot of trouble and won’t get anything done.” (Then referring 


to two boys in the group who were scuffling), “Throw ’em out! 
Throw ’em out! You’ve just got to make us behave!’ ” 


Here was an exceedingly clear and direct appeal to the leader to exercise 
his authority over them. I was reminded of the tragic appeal of the Hieren’s 
boy who murdered a little child several years ago in Chicago. Written on the 


*Fromm, Erich. Escape from Freedom. New York: Farrar & Rinehart, 1941. 
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wall of the murdered child’s room was, “Stop me before it’s too late.” Ex- 
ternal authority finally did stop him, but it was much too late. 

Gradually in the group sessions, if the therapist consistently refuses to be 
the authority, the expert, the psychodiagnostician, the interpreter, or the gate- 
keeper for the group discussion, then the members seem to begin tentatively to 
look for authority within themselves. They begin to react spontaneously and 
to trust their feelings. They move from dependence to independence. Instead 
of subjecting themselves to the manipulation of those whom they feel to be 
stronger and more powerful than themselves, they begin to take an active role 
in interpreting their own experience and in shaping their own destinies. 

This process is facilitated when the therapist behaves in such a way that 
he actually loses the status or authority role in which group members at first 
cast him. Here we have the psychological equivalent of the transfusion—in 
this case, it is a transfusion of authority and power from the therapist to the 
group member. Here too, we have the most difficult task for a therapist which 
is to develop in himself the security and inner strength which will enable him 
to work with others without having needs to use his power and authority to 
control them. As I view the intricate process of group psychotherapy, I be- 
lieve that the real source of the group leader’s therapeutic power is his willing- 


ness to transfer his authority to the group. He thus becomes a powerful agent 
of change by actually refusing to use his power. 
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ON THE THEORY OF CHANGE 
RESULTING FROM GROUP THERAPY 
(Comments on Gordon’s Paper) 
RayMOND J. CorsINI 
Wisconsin Department of Public Welfare 

The end product of group therapy is change, but since life itself is never 
static, the essence of therapy is rapid change. But rapid change only in a 
desirable direction is therapeutic, therefore our definition includes the fact 
that the desideratum of group therapy is rapid ameliorative change. That such 
changes do occur in group therapy is well accepted; what we may now be 
interested in is the “what” and “why.” What kinds of changes do occur and 
why do they occur? Dr. Gordon in his provocative paper attempts to answer 
both questions: people change in their perceptions towards themselves, towards 
others, and towards the world outside; and, these changes, Dr. Gordon tells us, 
occur as the result of the interaction between people in*a therapeutic setting, 
especially the members of the group interacting with the therapist. 

But this type of theoretical explanation, since it is essentially descriptive 
rather than dynamic, may seem to be insufficient. It tells us little about the 
causes for the change; nor does it give us much of a lead for the improvement 
of the techniques of group therapy. However, buried in Dr. Gordon’s paper, 
written apparently as minor observations, I find what may be the answer. We 
are told the therapist provides for the group a model—we are told that the 
therapist’s behavior must be backed by genuine attitudes—we are asked whether 
it is possible that group members take over the therapist’s attitudes—in short, 
as I interpret Gordon’s theory, the proper focus for group therapy is on the 
group therapist, and the essence of the therapist is not what he does, but rather 
the kind of person he really is. 

The research that Gordon suggests essentially is concerned with discrim- 
inating between the effects of method and personality. He indicates, and this 
in my opinion is a world-shaking hypothesis, that it’s not what is done as much 
as who is doing it that counts. Or, as Bertrand Russell indicated, it is love 
rather than science that is important. Or, as Dr. Gordon states it, attitudes 
rather than techniques. 

A further point that Dr. Gordon makes, although I will agree that one 
does have to read somewhat between the lines to find this, is that therapy is a 
type of learning; not learning, surely, in the classical sense of gathering facts 
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or attaining skills, but learning in a more primitive and deeper sense, involving 
perception and attitudes. 

The therapist is then a teacher who imparts his ethical values and person- 
ality characteristics to his subjects, and it is his intangible qualities that con- 
tribute to the rapid ameliorative change. At this point the writer cannot resist 
remarking that “Moreno” means “our teacher” in Hebrew! 

In summation, I find much of value in Dr. Gordon’s paper, although be- 
cause of my own orientation and perception I am more impressed by his inci- 
dental remarks and asides than by his main thesis. This is due, without doubt, 
to Dr. Gordon’s modest attempt to deal with the problem of change as a first 
approximation rather than in a definitive manner. We need theoretical orienta- 
tion to guide our practice and I believe that Dr. Gordon has struck a spark 
that will guide us forward. 


{ 


GROUP PSYCHOTHERAPY IN INSTITUTIONS 
By 
J. W. Krapman, M.D. 
Chicago, Illinois 

It is not so long ago that the only kind of mental institution was the 
mental hospital or “asylum” and its major aim was sequestration, a heritage of 
the days when mental illness was associated with ideas of demoniacal possession. 
In a larger historical perspective the change in the atmosphere of the mental 
hospital from the aim of sequestration to therapy will appear extremely rapid, 
perhaps even sudden, but to the contemporary eye the pace seems tiresomely 
pedestrian. 

It is quite possible that in the near future the major part of the therapy 
of psychotics or emotionally disturbed persons will be carried on outside of 
mental hospitals, with the patients functioning in their communities—in situ, 
as it were—while only the more end-products of regression, now mostly a mon- 
ument to human neglect and indifference, will be housed and treated in men- 
tal hospitals. With the application of our expanding knowledge of group psy- 
chotherapy there is good reason to believe that the incidence of chronic, badly 
deteriorated personalities will become far less than it is at the present time. 
In London the experiment is already being carried on of having the less dis- 
turbed and deteriorated patients treated in so-called day hospitals in conjunc- 
tion with patients’ therapeutic social clubs. 

However, since the change in perspective is not yet complete, popula- 
tions of the large mental hospitals and especially of state institutions vary con- 
siderably. Patients come and go. It is like a broad river, which flows placidly 
on, but which constantly leaves deposits on its banks—the chronic patients 
seem destined to become denizens of institution back wards. 

Also since the residual mediaeval atmosphere in regard to the nature of 
mental disorders, has by no means been completely dispelled, the patient is still 
too often regarded as a thing apart, a different order of the species Homo Sa- 
piens, unsusceptible to the influences which affect most so-called normal per- 
sons. 

Another thing which becomes almost unavoidable in the large mental in- 
stitution is the blight of routines, systematizations and processing systems, etc. 
It is often forgotten that the human being and, in fact, any living organism is 
in such a state of complicated, dynamic equilibrium, that the regimen of mech- 
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anical routines becomes deadening. It is truly remarkable that living human 
nature can resist this deadening routine as much as it does. 

Now, ordinarily, the antidote to routines and processing systems is more 
direct and more or less informal contact between doctor and patient. This 
appears impossible on any large and adequate scale in the large mental hospital. 
Yet how can the closeness of human and therapeutic relationship be restored 
on anything like a basis proportionate to the masses of patients who should be 
treated? The answer plainly is: Group Psychotherapy. 

Group psychotherapy is almost ideally suited to institutions. In an insti- 
tution where patients are resident, the whole 24-hour cycle of the patient’s life 
comes under the benign scrutiny of the therapist. If the proper arrangements 
obtain and well-trained personnel are available, there is a possibility of an end- 
less continuum of the therapy throughout the patient’s residence at the insti- 
tution. These are, of course, ideal conditions, hardly realized in any hospital at 
the present. In any case, initial resistance in other settings often causes the 
patient to bolt from therapy with the chance for amelioration in his condition 
and possible cure perhaps forever lost. This is a contingency which need not 
at all occur in intramural group psychotherapy. We may frown upon coercion 
as an instrument of therapy, but it is the writer’s belief, a mild coercion, prop- 


erly applied, has a place in therapy, for although patients brought to the class 
by attendants are at first highly resentful at being detained in class, they may 
later be very grateful for the opportunity to attend. 

If one speaks of institutional group psychotherapy 3 levels become appar- 
ent, namely 


1. Therapy in resident mental hospitals 
2. Therapy in the out-patient clinics 
3. Therapy in the therapeutic social clubs 


In each of these levels different phases of personalty are optimally engaged, 
explored and treated. 

The resident mental hospital is perhaps the best suited for treating the pa- 
tient in the more acute phases of his psychosis. 

If a comprehensive plan of group psychotherapy be considered for the 
large mental hospital as a whole, it will be found that the resident population 
naturally divides itself into 3 large classes of patients. In each the immediate 
ends to be achieved would seem somewhat different and the whole approach 
may be seen in a different frame of reference. 

Class C: This would include a large percentage of the institution’s popu- 
lation, and consists of the chronic, deteriorated, often untidy patients. With 
these individuals it is patent that something quite rudimentary is required to 
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rehabilitate them and bring them up to a level where they may be amenable 
to a sharply focused kind of psychotherapy. Such measures might take the 
form of practices in habit training, activity group psychotherapy, music group 
therapy such as rhythm bands, and all measures designed to reawaken a meas- 
ure of social interest. When this has been sufficiently achieved the individual 
can move on to a higher class where more intensive forms of group and indi- 
vidual psychotherapy may be applied. 

Class B: This is another large proportion of the institution’s population 
and consists of the many chronically psychotic patients who are long-time res- 
idents of the hospital, but who have not regressed too far and whose mental 
status is quite stationary. Out of this group are recruited most of the patient- 
workers of the institution. 

Here there is also much loss of social interest with what appears to be a 
disappearance of all personal goals. With these first two classes of patients the 
application of psychotherapy does not, on the surface at least, seem to require 
anything like an attempted resolution of conflict. The conflict in these indi- 
viduals seems to have burned itself out and the patients in Group B especially, 
comfortably regressed while still maintaining considerable intellectual capacity, 
are apparently quite stable at the reduced level. Thus if we consider the terms 
in their narrower sense it is not so much analysis these patients require, as a 
synthesis with some special effort toward erecting and constructing motives 
and goals, toward raising the level of aspiration. 

Unfortunately, psychotherapy at the present time has no great range of 
specificity. We speak of supportive, psychoanalytic, directive and non-direc- 
tive interview and action psychotherapy, but these designations still do not 
describe precise formulae for specific cases. In such a situation the writer is 
forced into mild flights of fancy, if you will, and thus is led to advance some 
unusual proposals. 

Mental institutions as presently constituted conspire with the patient in 
his levelled-off and vegetative adjustment. Perfunctorily, the institution pro- 
vides food, shelter, occupation and recreation, all of a standard assembly-line 
manufacture, and received without effort or much initiative on the patient’s 
part. There probably could be devised a large-scale, if rather diffuse, group psy- 
chotherapy which would aim to restore incentive to these individuals’ lives, and 
to supply some stimulation instead of the dead monotony which at present en- 
velopes them. One measure which would suggest itself in this category is a 
small stipend for work done, and perhaps some bonus for quality of work ac- 
complished. Some form of graded advancement may logically be held as well 
as educational opportunities. At Marcy State Hospital in New York a variety 
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of school courses have been offered for many years and have met with consid- 
erable success. The focus of all these activities would be group psychotherapy, 
especially devised for individuals in whom it is desired to stimulate social in- 
terest and a spiration. 

Class A: These patients constitute the recent first admissions. It com- 
prises the group in which the onset of the psychosis is quite recent and acute. 
Patients in this category have always appeared as the best prospects for psy- 
chotherapy, and the tendency is to concentrate most effort on the members of 
this group. It is obvious that most private sanitaria are not confronted with 
the stratification here described. 

However, with the group herein designated as Class A the most intensive 
forms of individual and group psychotherapy seem indicated. If the patient 
on admission is violent, and apparently impossible to deal with, except on the 
basis of some force, he is subjected to some form of restraint, chemical, mech- 
anical or acqueous. It is commonly believed that under such circumstances 
the only recourses possible are to sedation, hydrotherapy, shock therapies or 
just plain restraint or a combination of these procedures. The tradition of the 
violent, destructive, homicidal demoniac is still so much with us that it doesn’t 
occur to most institutional personnel that there might be another way to deal 
with these very acutely disturbed psychotics, nor is it always apparent to them 
that force almost invariably begets force. Yet the writer has had the exper- 
ience of having even markedly disturbed and violent patients quickly subside 
and become tractable in group psychotherapy class. An example which may 
point to additional morals is taken from the writer’s experience with a class of 
post-lobotomy patients. 

B. D. is a badly disturbed, violent and deteriorated young woman in whom 
lobotomy seems to have effected very little change. For a long time her violent 
behavior has made it necessary to keep her on the hydrotherapy ward, and even 
here she more or less regularly gets into fights with other patients. 

On her first attendance in group psychotherapy class she declaimed loudly, 
vociferously and fiercely on her objections to being forcibly detained in class. 
As habituated as therapist is to such reactions, therapist was actually apprehen- 
sive about a physical attack on his person. She held forth violently about the 
fact that she would not submit to therapist’s designs (obviously sexual). She 
tore from her seat and rushed toward the door, but instead of making the ex- 
pected genuine frantic effort to effect an exit, she merely stood at the door, 
and therapist noted that she was listening and taking in most of the class pro- 
cedure. That was his cue, and he made a special point of having the patient 
brought to subsequent class sessions. In subsequent periods her behavior was 
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far less violent and therapist finally called on her to read aloud from the class 
textbook. This request she readily acceded to. Since then whenever she stum- 
bles on a word and therapist reads it for her, she will invariably politely ac- 
knowledge the help with a “thank you, doctor.” 

Her improved class behavior had carried over to her ward adjustment and 
she had been transferred off the hydrotherapy ward to one of the better resi- 
dential wards. 

But a conspicuous observation must be noted here. It is the fact of how 
different departments of a large institution may work at cross-purposes. If 
optimal results are to be achieved in the large mental hospital there will have 
to be a better continuum of treatment supervision. 

What happened to B.D. on the new ward can be conjectured by the 
therapist. The attendant, less attuned to therapeutic indications and counter- 
indications, issues some kind of peremptory order. B.D. flares up. As a con- 
sequence she is sent back to hydrotherapy ward. And now that very reason is 
given by the hydrotherapy ward personnel for discontinuance of the group 
psychotherapy, for, the attendant will contend, she is patently in no condition 
to attend class. Thus, often, a kind of tug-of-war between therapist and ward 
personnel makes its appearance rather in contravention of the treatment pro- 
gram. 

In any case, shortly after the new patient’s arrival at the institution some 
attempt should be made to try to orient him to the new situation. Because 
of our traditional attitude patients arriving at a mental hospital are often 
brought in by a minion of the law, and in restraints or herded or queued to- 
gether like prisoners. Our traditional attitude toward the mental patient con- 
spires to induce less immediately to take drastic action, e.g. immediately to 
apply mechanical or chemical restraint, thus shutting out the possibility of 
other ways of handling the patient’s acute disturbance. The acutely disturbed, 
so-called maniacal patient, might well be allowed to abreact shortly after his 
arrival in a group psychotherapy class. Even where the patient does not appear 
in any way affected by it at the time, he will often indicate later that a pro- 
found impression had been created. Of course, even then it may be found that 
not only the disturbed and violent patients can be thus amicably dealt with, 
but the percentage thus made tractable and thus lessening the burden of the 
hospital, we surmise, would make it well worth while. At these initial group 
psychotherapeutic sessions the purposes of hospitalization can be explained and 
discussed in terms of the groundlessness of the stigma, the nature of mental 
disorders, the purposes of the shock therapies, etc., etc. Of course free discus- 
sion should be encouraged. 
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This will be the period of hospitalization when examinations and all man- 
ner of diagnostic procedures are being carried out on the patients. They too 
can come in for discussion. For the patient it should be a period of reorienta- 
tion, and a very strategic interim for the doctors, for with further and con- 
tinued stay in the hospital the patient will be building firm convictions about 
the intents and purposes of the hospitalization which may be highly colored 
and delusional without this attention. These may be very hard to alter later on. 

A regrouping may be required after the patient has been processed and 
diagnosed, and he has become more acclimated to his place of residence. It 
is quite possible that the more thorough and adequate this preliminary orient- 
ing group psychotherapy has been the more uneventful and speedy is his sub- 
sequent progress. 

A question now arises as to the character of the group psychotherapy to 
be employed. It is most likely that when dealing with psychotics the contro- 
versy whether with such groups psychotherapy shall be analytical or didactic 
is fatuous and that it might preferably incline more in the direction of the 
authoritarian. The group therapist who is keenly attuned to the needs and 
capacities of his charges is most apt to gravitate to the level of a more or less 
precise admixture for optimal results. Patients in an acute phase of the psy- 
chosis or those very regressed or deteriorated and unspontaneous, will not ven- 
ture to look about them enough to make observations of any acuity, and if 
group psychotherapy is to be conducted with them at all, the therapist is forced 
into a more active role, which may take the form of lectures, and in the badly 
regressed, even a textbook may find considerable use. 

The mere fact that the therapist, confronted with these conditions, has, 
perforce, to resort to a more authoritarian approach does not exclude what- 
ever spontaneous activity may manifest itself. He attempts to provoke it as 
much as possible. This is one of the aims and goals of the so-called authoritar- 
ian approach, and he will set aside his authoritarian attitude and will explore 
the spontaneous phenomenon whenever it manifests itself and as long as it 
yields profitable returns. When that falls below a profitable level or begins 
to verge on adverse reactions, the therapist has the more authoritarian tech- 
nique to return to, be that a lecture, or as in the case of this writer a textbook. 
Parenthetically it may be observed that if authoritarianism in therapy has any 
genuine objectionable features the use of a textbook reduces them considerably, 
for a book represents itself and is felt to be the most impartial source of pro- 
nouncement. 

Nevertheless, the writer confesses to some residual quandary over the con- 
troversy over the authoritarianism versus analytic or what may be called peer- 
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therapy. His observation even with individual psychotherapy leads him to be- 
lieve that enormous numbers of average persons have a most tenuous reality- 
testing capacity and very little appreciation of criteria governing interpersonal 
relationships. Most of what they profess will be found hollow lip service, ster- 
eotypic patterns, bromides and sheer parrotting of empty phrases. How should 
such elemental foundation stones of the character and personality be handled? 
We cannot help but concur in the statement of O. H. Mowrer (1). 


“Growing up and becoming ‘normai’ in the sense of measuring up to 
standard specifications for being a human being and fulfilling the expectations 
which are placed upon us, is something no one can do without help. Human 
socialization involves learning things, of both a technical and moral nature, 
which took the race millions of years to work out. Unaided, alone, isolated 
from other human contacts, no single individual would ever learn more than 
a tiny fragment, a minuscule of the totality which we call human culture. 
In the protective yet ever expectant atmosphere of the home, and later the 
school, through a precious admixture of love and fear, the human animal is 
little by little prepared for and initiated into this great enterprise. But some- 
times, for various reasons, individuals leave family and school without having 
learned quite all they should have learned in those settings. It is such persons 
who often find themselves confused, trapped, brought to a standstill. And it is 
only by the fortunate accident of their being able to resume, under more aus- 
picious circumstances, a child-parent relationship with a second “father” or 
“mother” that some of the unlearned lessons are completed and the individual 
is able to move on and take his proper place among his fellows. 

“Thus it is that we come to see that neurosis involves basically a learning 
deficit rather than a learning excess, but one which the individual is often un- 
able to correct spontaneously and unaided. 


“When we see the development of the human personality in this light 
not only is the neurotic paradox formally resolved; we are also enabled to con- 
ceive the task of therapy as not that of attempting to stay or actually reverse 
the process whereby the human animal is converted into a full-fledged member 
of society. Rather do we see therapy as the more promising venture of rein- 
stituting and if possible in some measure completing the education of the lag- 
gard ‘learner.’ ” 


If this writer’s observations are any criterion there is almost an infinite 
number of “laggard learners.” It would not seem so unreasonable to imple- 
ment the tardy learning process by a group psychotherapy which is to some 
extent didactic. 
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But, on the other hand, how authoritarian and didactic even that apothe- 
osis of non-directive psychotherapy, psychoanalysis, can be, may be gathered 
at its very fountainhead, in the words of Freud (2) himself. 

“In quite a number of cases . . . the analysis divides itself into two already 
distinguishable stages: in the first the physician procures from the patient the 
necessary information, makes him familiar with the premises and postulates of 
psychoanalysis (italics mine) and unfolds to him the reconstruction of the 
genesis of his disorder as deduced from the material brought up in the an- 
alysis...” 

“Making him familiar with the premises and postulates of psychoanalysis” 
sounds suspiciously didactic. 

And again to quote Freud: 

* ... as a teacher (italics mine), as a representative of a freer and more 
superior philosophy of life, and as a confessor, who through the continuance 
of his sympathy and his respect imparts, so to say, absolution after the con- 
fession... ” (3). 

The last quotation speaks for itself. Regardless of one’s theoretical lean- 
ings if group psychotherapy is successful with these psychotic patients it will 
have incorporated about the right admixture of authoritarian or didactic and 
non-directive, analytic or peer therapy. 

In another area is voiced a consideration which should give the group ther- 
apist some pause. Glover (4) has stated: “In my view the advancement of 
psychotherapy requires the development of a psychotherapeutic technique de- 
manding only the wisdom of an intelligent medical graduate and the morality 
of the Hippocratic oath he takes on graduation. 

A textbook for group psychotherapy does not simplify therapy to the 
point suggested by Glover, but helps in that direction. Nor can a textbook 
displace the therapist any more than a good teacher in academic classes can 
displace a book. At any rate, the writer has attempted to refine the didactic 
form of group psychotherapy to the point of employing what is in a sense the 
epitome of didacticism, a textbook. It is a curious observation that group 
psychotherapists in state mental hospitals seem by the logic of the circumstance 
to be compelled some times willy-nilly into a parallel activity. At one state 
hospital where group psychotherapy is being administered by the psychologists 
they have found it advantageous to issue from time to time supplementary 
tracts on such subjects as “Motivation,” “Childhood development,” “Sex,” 
etc., etc. Vincent Daly (5) of the Mississippi State Hospital has published a 
small manual, entitled “Understanding Mental Illness.” 
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The writer’s own manual is a mimeographed book of 220 pages. In class 
patients read passages aloud, then if they wish may summarize what they have 
read, associate to it or abreact. Any other patient is free to comment or as- 
sociate to the passage. Therapist where he feels it is indicated may further an- 
alyze, amplify, expound and explain. 


It may be inferred that any therapy mediated through a textbook would 
be reductio ad absurdum in attempting group psychotherapy with badly deter- 
iorated patients, and this writer was of the same opinion until he attempted it 
with a class of post-lobotomy patients, most of whom would fall into our pro- 
jected classification of Class C. The first meeting with this group seemed to 
confirm his worst fears. There were 27 patients. A sizeable proportion of the 
group sat silently slumped over in their chairs, entirely withdrawn and oblivious 
to their surroundings. Others talked aloud at random. At the same time, in 
shifting locales, one turbulence collided with another and fisticuffs and hair- 
pulling seemed on the verge of breaking out. No sooner had therapist quieted 
the turbulence in one part of the room than another began in a new quarter. 
He might begin to address this collection of human odds and ends about the 
purposes and intent of the forthcoming class meetings and accomplish one or 
two sentences when a raucous argument would break out between two em- 
battled lobotomized ones; or one of them would begin a loud declamation at 
the same time that one or more would break out in peals of autistic, apparent- 
ly unmotivated laughter. Thus therapist could not get very far with his ex- 
planations. 


Discouraged with the whole enterprise, therapist was ready to throw 
up the whole project as impossible. One thing seemed clear. These shorn lambs 
would never do for textbook-mediated group psychotherapy. Not only did not 
enough intellectual and emotional capacity seem left, but for other reasons as 
well they seemed to require a far more rudimentary approach if group psycho- 
therapy was to be administered at all. As a consequence, before the second ses- 
sion therapist groomed himself to deliver a very simple address, attempting to 
avoid any involved or abstruse concepts and to employ the simplest of diction. 


Thus forearmed, he came to the second class period. He began his simple 
discourse. Then the same thing began to happen as on the occasion of the first 
meeting. Their attention could not be mobilized and therapist’s eloquence died 
a-borning. He could scarcely get through a sentence before several jabber- 
wockies would start having it out, and the therapist would have to stop his 
discourse and attempt to restore some semblance of order. It would be a fool- 
hardy orator, indeed, who would hope to spellbind these mavericks into a sem- 
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blance of order and into a semblance of a cohesive, smoothly-functioning group 
psychotherapy class. 

Therapist concluded he was not equal to the required oratory, but almost 
out of sheer desperation he decided to bring the textbooks to the next session 
and if that offered no possibility of continuing with the treatment he was com- 
pletely stymied. 

With no great enthusiasm he brought the books to the third session and 
passed out a book to each patient. There was still much disturbance—the loud 
declamations, the outbursts of autistic laughter. But patients began turning 
pages with what seemed like supercilious disdain. 

Then various members of the group were called upon to read aloud. It 
was all very new, strange and bewildering to them, but the request was hon- 
ored. Of such reading, at least in the early sessions, it should be noted that it 
was almost entirely mechanical, the patients hardly generating a notion of what 
they were reading and stumbling over the words and phrases. With subsequent 
sessions the class atmosphere began to change. It became more orderly, with 
few outbursts of autistic laughter until at the present, some five months later, 
the conduct of these classes offers relatively little difficulty. Out of some 20 
patients § are so badly deteriorated that they appear to be unreclaimable, but 
they sit quietly slumped in their chairs, not accepting books when they are 
distributed, apparently unseeing and unhearing. But, actually, experience has 
shown they may be more affected by the entire proceedings than appears on the 
surface and their ward behavior as reported by ward personnel is generally dis- 
tinctly improved. 

Thus, up to this point there has been a marked reduction in class distur- 
bance—the vacuous declamations, the pointless squabbles, the outbursts of 
autistic laughter. General attention is at least 100% improved. There has been 
considerable spontaneous comment by the better-preserved patients. Three 
patients have handed in homework papers, and two of these continue to do so 
regularly. One of the latter two has handed in a creditable book report on 
“Gulliver’s Travels” which was read to the class and another patient is cur- 
rently preparing another book report. Of the better-preserved patients 4 have § 
been released from the hospital on “conditional discharge.” Of course it may 
be easily inferred that with class A and even class B patients results with text- 
book-mediated group psychotherapy would be even better. 

In this instance, with this group of lobotomized patients it seems to ther- 
apist that the textbook has served admirably to channelize and mobilize the 
patients’ vagrant and residual interest and attention as hardly any other means 
known to the therapist could have done. It did so because (a) the printed 
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word customarily exercises an influence over the individual, and although this 
may be sheer strategem, it is a well-justified one; (b) the presence and use of 
a textbook borrows some of the atmosphere prevailing in a church during a 
service, or a school class room in session. Such advantages are in addition to 
those accruing to systematization and organization of the material dealt with. 

In short, the writer cannot help believing that for a majority of dis- 
turbed patients, and even vast numbers of disturbed non-psychotic individuals, 
a didactic regimen may be found, a meethod of choice, at least as a preparation 
for deeper therapy. To interpret Freud’s statement, it is a greatly expanded 
first stage of analysis. The patient having been more or less thoroughly pre- 
pared in this stage can move on to a group therapy regarded as analytic group 
therapy, but which generally could more accurately be designated peer-ther- 


apy. 


A patient resident in a mental hospital, having advanced to this point, 
would eagerly be petitioned for by his relatives. As things now stand he prob- 
ably would be released on conditional discharge, his further progress being 
supervised by an out-patient clinic. 

State hospital systems realizing the often ephemeral nature of their efforts, 
since patients’ relatives, in their eagerness to have the patient home, return him 


to the same environment and situation out of which his mental disorder pre- 
cipitated, have of recent years opened out-patient clinics. 

Here if patients have not undergone this treatment, didactic therapy can 
be implemented, or if the preparation has already been achieved at the state 
hospital he can proceed to the more analytical or peer-therapy groups. Social 
service and psychologists and other personnel can, in the meanwhile, assist in 
adjusting home and the environmental situation to his needs. Individual psy- 
chotherapy can also be administered here in conjunction. 

In order not to be too dilatory and minutely descriptive here, it should be 
pointed out that as the patient improves and advances he should preferably be 
afforded opportunities for independent voluntary and autonomous action in a 
so-called practical laboratory. The out-patient clinic is bound to be still too 
much plagued with routines and systems, all of which maintain distance be- 
tween himself and the official body of the institution. 

So that we conceive the top-level of therapeutic facilities to be the pa- 
tients’ own social therapeutic clubs. Therapist, aside from implementing the 
group psychotherapy, acts merely as advisor. In fact, all of such a project be- 
comes a group psychotherapy venture. Patients vote for their officers, carry 
on their own affairs, are responsible for the fiscal and other arrangements of 
their club. The patients’ organization (7) with which the writer is associated 
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Resurigo Associates is not only a treatment facility, but has the potentiality of 
becoming a force in public mental hygiene and education. It publishes a bi- 
monthly mimeographed magazine. It has given several public lectures. On the 
social side it has conducted parties and outings. Here members conceive goals, 
are motivated toward the accomplishment of positive social aims. It is a “‘liv- 
ing-through therapy.” 

In London under the leadership of Joshua Bierer (6) and the Institute 
of Social Psychiatry there are seven or eight such clubs, partially subsidized by 
the government. In Chicago Dr. A. A. Low has done pioneer work with his 
Recovery Group, and in a number of other places this aspect is gaining head- 
way. It is certain that the future will see a greatly expanded development of 
this truly group psychotherapeutic activity. 
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GROUP THERAPY IN MENTAL INSTITUTIONS 
Discussant Remarks for: 


Group Psychotherapy in Institutions, Dr. J. W. Klapman 


WituaM H. Lunpin 
Chicago State Hospital 


Dr. Klapman has had a great deal of first-hand experience in institutional 
group therapy. He has been part of the recent transition period which has im- 
proved the care and treatment of the mental patient, and he is therefore well 
aware of the strides which have been made. He is, along with many others, 
understandably impatient in his wish to further the process of improved care. 
To his contemporary eyes, and because of his avid interest in group therapy, 
the rate of change must have indeed been tiringly slow. This meeting how- 
ever is a testimonial to the fact that the work in group therapy will be even 
further accelerated. 


When I read the preceding paper I found myself singularly drawn to one 
particular element. It is a thought which was briefly made but which under- 
lies many of the speaker’s statements. There should be no one present here who 
can afford himself the luxury of passing over the implications for group ther- 
apy and for mental hygiene in what Dr. Klapman has said. I am referring to 
his suggested plan for a truly integrated group therapy service for the patient, 
a service starting with the patient’s arrival at the mental hospital, continuing 
through his contacts with an outpatient agency, and extending into his more 
active social life through therapeutic social clubs. For if such a plan were to 
exist it would mean that our whole scheme of handling the mental patient 
would be altered, would be completely changed, even to its minutest and most 


tradition-bound aspects. 


Such a program is inherently sound: it grows naturally out of the services 
and agencies which already exist. To bring it to fruition no longer requires the 
energy of research and discovery. It requires what should be the more readily 
obtainable energy of administrative planning at the top levels of State Govern- 
ment. No one can realistically dispute the fact that we still lack a compre- 
hensive therapy program for the mentally ill individual. If I may carry Dr. 
Klapman’s thinking one step further we can imagine the patient entering the 
receiving agency at the County level. There he would be thoroughly studied 
and assigned to a group destined to be sent to the same State Hospital. The 
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group therapy program, in other words, begins as soon as he associates with 
other patients. Once established, this process continues at the hospital. With 
further study group re-assignments may be made and continued through the 
patient’s contact with the out-patient service. There could easily be set up 
enough groups to meet the needs of all types of personalities. This description, 
I know, is exceedingly brief, omitting many subsidiary details and necessary 
qualifications. It is merely suggestive. Even so, one can still sense the obvious 
short-sighted folly of intra-agency planning for the patient as compared with 
the more broadly conceived inter-agency potentialities which recognize and 
maintain the indivisibility of the patient. In our brief hypothetical example the 
individual’s integrity is respected in fact. His case folder becomes a clear and 
consistent history of his progress and growth—a truly longitudinal study of 
six months, one year, or two years of any one person’s life. 

A word now concerning the place of therapeutic social clubs. We are of- 
ten too glib in assuming that if something means additional treatment for an 
individual, or a group, then we are automatically, “all for it.” We have ideal- 
ized the word treatment. I can see a definite hazard in holding to a rigid pro- 
gram of group therapy, even if, at this stage, our discussion is still theoretical. 
Before recommending membership in a therapeutic social club another com- 
plete evaluation of the patient should be made, one equally as comprehensive 
as the work up he received when he first became socially defined as mentally ill. 
While some individuals will need the support and group identification of the 
club others will not. As social scientists we should avoid the fostering of 
another special group of citizens, especially in many instances where all traces 
of the illness have disappeared. It comes close to defining people as World War 
I or World War II veterans, or as ex-convicts, or ex-baseball stars, or even 
ex-bathing beauty winners. 

At the same time I am a partisan supporter of group therapy. I have seen 
it used successfully and as far as I am aware it is anchored in theory as sound 
as that supporting individual psychotherapy. The fact that it simultaneously 
relieves the problem of many patients and too few staff members in no way de- 
tracts from its essential validity as a therapeutic method. Own own Psychology 
Department at Chicago State Hospital, for example, is actively engaged in a 
large scale group therapy program. Our approach is somewhat different since 
we are experimenting with a system of co-therapists, where groups are led by 
two active therapists rather than one. 

While it is not my purpose to compare our own method with the one 
advocated by Dr. Klapman, there are a few comments I should like to make 
concerning the technique described by the previous speaker. Not only is Dr. 
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Klapman associated with the growth of group therapy in mental institutions, 
but his name is further linked to group therapy through his steadfast advocacy 
of a particular method. The method is the didactic one, and in his paper the 
author points out that one need not be hesitant in indicating an affinity for 
didacticism, quoting no less a person than Freud as revealing support for 
teaching and instructing. It appears to me however that the question does not 
revolve about whether one should or should not teach and instruct in group 
therapy, but rather, the crux of the matter is the use of a textbook. While 
textbooks can be, and are, excellent vehicles in group therapy, as Dr. Klapman 
rightly points out, they appear to have another quality which harbors a certain 
amount of danger. Textbooks can also become defensive weapons in therapy; 
they can serve as stout walls through which little affective expression may pen- 
etrate. They can become double-edged swords. In our own groups we do at 
times make use of mimeographed materials for one of two purposes. They can 
act as stimuli for the very withdrawn patient, and, they can be used effectively 
between group therapy sessions lending greater continuity to the sessions. How- 
ever we are keenly aware of the inherent danger of either the patient or the 
therapists retreating behind barricades of written material. I might also add 
that where written material is used it appears to serve its purpose most efficient- 
ly when prepared specifically for the group in question. As Dr. Klapman indi- 
cates there are many levels of integration and reality contact among patients 
in a large mental hospital. 

Categorizing patients in terms of their degree of contact, the classes A, 
B, and C which Dr. Klapman mentioned seems to be a profitable first step in 
setting up a large group therapy program. It is more realistic than using diag- 
nostic criteria, cutting across as it does, the ordinary nosological groupings 
which are notoriously inadequate in predicting any one patient’s adjustment to 
psychotherapy. In evaluating the catagories from the point of view of actual 
use there is one refinement I can suggest. It appears necessary to clearly define 
the goals for any one of the groups designated as A, B, or C. For example, do 
Group C patients ever graduate, advance, or grow into Group B? Is the pres- 
cribed course defined in terms of so many months, so many topics discussed, or 
what? What criteria, on the other hand, will be used in determining that a 
patient has been placed in too high a group, even though to begin with he 
might have met the tests of reality contact, accessibility, and ability to work 
at the hospital? Large scale group therapy programs will have to meet and solve 
such problems. They are problems similar in structure to the ones dealt with 
in the school setting every day of the year. There is one critical difference how- 
ever. The material covered in group therapy, by whatever the method, while 
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partially factual and information giving, should be primarily affective. Since 
words are merely symbols for the expression of feeling, it appears that an in- 
tellectual knowledge is not an adequate criterion by which to judge progress 
in therapy. In groups at different levels, the depth of the affective material 
will vary. The progress of the patient therefore will depend not upon how 
much factual material he has mastered, but rather upon how much affective 
material he has mastered, controlled, and how much more of the same he can 
tolerate. The last mentioned criterion, how much more he can tolerate, is 
usually a neglected one in many group therapy programs. Disregarding it re- 
veals our own wishes: we wish the patient to go on and on and on, getting bet- 
ter and better. 

Whatever the merits or limitations of different methods it is quite clear 
that group therapy serves a necessary need. Potentially it can become the 
pivotal service for the large mental hospital. The various theories of group 
therapy are developed and then tested at our large institutions. If they are 
successful a further advance is made. For this reason I have attempted to pick 
out and discuss what I felt to be the more salient and constructive aspects of 
the preceding paper. If some of these ideas have been stimulating then we may 
look for institutional group therapy to be further expanded. 


‘ 
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THE FUNCTION OF AN AUDIENCE 
ANALYST IN PSYCHODRAMA* 


GERHARD SCHAUER, M.D.** 


Problem: 


The purposz of this report is to describe a hitherto neglected area in group 
activities and group psychotherapy. This area can be generally indicated by the 
words “audience” and “spectator.”! The needs of the spectator are twofold: 
1. The spectator needs to understand what he sees and hears; he may need inter- 
pretation for that end. 2. The spectator wishes to respond and express himself 
in relation to his experience and he may need facilitation of expression for that 
purpose. 

In everyday life situations the spectator’s need for better understanding of 
the subject matter is taken care of by asking questions, his need to express him- 
self by spontaneous participation. Ordinarily, also he has no one to interpret 
to him what he has heard or seen, nor anyone to help him express his reaction. 

In public life and organizational relations, the need of the “audience” for 
interpretation of an act is often formalized in a person or agency which inter- 
prets and teaches, for instance, in the form of a political commentator or a 
public relations agency. In the same manner, the need of an audience for facili- 
tation of purposeful expression is formalized, for instance, in the form of the 
grievance committee or union spokesman for a group of employees, etc. The 
function of interpretation to an audience is highly developed in the form of the 
art critic who interprets to the public art productions usually in a highly 
analytical manner with the well-known emphasis on dis-identification with the 
art production. On the other hand, a similarly highly developed and formalized 
agency facilitating the expression of the public reaction appears to be extant in 
the area of art. Such expression is however stimulated wherever democratic 


processes are at work or wished for. 


*From the Regional Office, Veterans Administration, Brooklyn, N.Y. Aqgenved by the V.A. 
and published with the approval of the Chief Medical Director. e statements and 
conclusions published by the author are the result of his own study and do not neces- 
sarily reflect the opinion or policy of the Veterans Administration. 

**This study was performed in collaboration with and under the supervision of Dr. J.L. 
Moreno, to whom the author feels deeply obligated. 

1. Operational definitions of “audience” and “‘spectator’ can be found throughout the writ- 
ings of J. L. Moreno. In “The Concept of Sociodrama"’ (Sociometry, Vol. No. 4, 1943, 
p.447) he gives a critical and historical review of the ptions of tator partic- 
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Individual psychotherapy can be understood as the gradual bringing to 
expression and awareness of old, faulty and currently unhelpful interpretations. 
The interpretation of present reality is one of the functions of the individual 
therapist. Facilitation of expression is another of his tasks. Facilitation of ex- 
pression for the purpose of catharsis, communication and insight, as well as in- 
terpretation of present and past reality, are intimately intertwined and over- 
lapping in the process of individual therapy so that only theoretically can they 
be separated. In group psychotherapy the function of interpretation and of 
facilitation of expression is formalized in the person of the therapist; it may 
also become spontaneously personified in the person of one or several of the 
group members. 

In classical psychodrama, the functions of the producer and analyst are 
combined in the person of the therapist. Beginning with his earliest works,' 
Moreno, the originator of psychodrama, has repeatedly pointed out the need for 
separating the two functions on certain occasions, Thus it often appears useful 
to have an equally formalized agency at the disposal of the non-actors aiming 
at analysis of what was seen and of its meaning for the purpose of therapy. 
This agency (called the audience analyst or audience director) is to serve as a 
balance for the therapist whose main emphasis is directed towards warming up 
to the enactment, of group, protagonist and auxiliary actors. The production 
leader and audience analyst are complimentary agents in a unified effort to in- 
crease the cohesion of the group, unlike the critic who deals with the stage pro- 
duction and the public as two unrelated entities. Active audience involvement 
becomes especially important for the post-enactment discussion period which 
serves the “working-through” of what has been witnessed by the group, so that 
spectators at the session also become maximally involved as participants. 


The need or advisability of two or multiple therapists in group sessions has 
a logical answer in this psychodramatic technique by dividing their area of 
operations, i.e. audience leader vs. production leader. It must be remembered 
that the auxiliary egos are also therapists. In this sense every psychodramatic 
session is conducted and assisted by multiple therapits, who are functionally 
related to the session director. 
Method: 

A specially designated analyst follows the session from the beginning 
through the warming up period to the end of the enactment as a spectator. 
His function is critically to interpret the session as a spectator, so as to intro- 


1. J.L. Moreno “Das Stegreif Theater,” 1923 (Chapter “Die Teilnahme des Publikums”)— 
“Die Teilnahme des Publikums muss von illkur befreit sein. Einem bestimmten 
Zuschauer wird die Fuhrung ubertragen, dem Zuschauer Director. Um ihn schart sich 
eine mittatige Grippe.” (p.12). 
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duce the audience’s point of view. This can be done at the end of the enact- 
ment period, as an introduction to the post-enactment group discussion. The 
group session can also be closed by a summary given by the audience leader. 
It may be best to start the post-enactment discussion with general remarks of 
what was seen up to then. During the group discussion of what was seen and 
its interpretation, production leader and audience analyst will assist the group 
to integrate the enactment experience into the personal experience of members 
of the group. At the end of the session, production leader and audience analyst 
may summarize the meaning of the enactment to the individual spectators. 


The spectators’ points of view! has two aspects: In the first place it per- 
tains to what went on “outside” of the spectator, i.e. on the stage as well as 
in the group. Secondly, what does it all mean to the individual spectator in 
terms of his own experience and to the group as a whole? 

The pathology of the “outside” events with which the audience analyst 
is concerned, relates to: 1. The production leader. 2. The group. 3. The pro- 
duction. 


Production Leader. His methods should be open to inquiry by 
the group. This should not be “criticism.” The audience analyst 
has to watch his own aggressive tendencies. The discussion should 
not deteriorate into a battle between producer and analyst as to 
who is right or wrong. Three types of emphasis in group lead- 
ership can be identified—The charismatic, the social and the 
analytic. (1) The charismatic emphasis refers to the use of 
intuitive, near-hypnotic, means to activate the group. In con- 
tradistinction to the charismatic leaders of history, the psycho- 
dramatist who uses intuitive techniques, must be accountable for 
them. His techniques are acquired, they can be learned and are 
teachable. He is trained to use them appropriately and purpose- 
fully. Unlike the charismatic leaders of history, who were pos- 
sessed and controlled by the momentum of their techniques and 
audiences, the psychodramatist is in contro! of his techniques and 
can stop them at will. 

2. Where the emphasis is placed upon social techniques the group 
psychotherapist may use intuitive methods, but relies mainly on 
social appeal by finding a mutual ground in everyday social 
events and common needs, This approach may “warm up” the 
group relatively rapidly but involves the possibility of a thera- 
peutically weak production by reason of its relative superficiality. 
3. The analytic emphasis involves the use of practically no 
intuitive methods. It is more direct, logical and precise, with 


1. A systematic analysis of this subject was conducted by Z. Toeman in “Role Analysis and 
Audience Structure," Sociometry, Vol. , No. 2, 1944 pg. 205.—R. Haas, “Action 
Counselling and Process Analysis.” Sociatry, Vol. I, 1947, pg. 256-285. J.L. Moreno, 
“Who Shall Survive," Process Analysis. 
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almost exclusive reliance placed on rational processes. The 
“warm up” of the group may, therefore, be slower than in the 
case of the other two types of emphasis. The most effective 
group psychotherapist uses a combination of charismatic, analytic 
and social techniques. 

The Group. The characteristics and the pathology of the group 
is determined by the degree of its cohesion. A group composed of 
individuals who are strangers to each other and, at the same time, 
are fearful to become active participants presents a greater task 
to the psychodramatic director than a group composed of indi- 
viduals who are acquainted with each other and well disposed 
toward psychodramatic therapy. Then there may be a group 
consisting of individuals who are hostile and indifferent. The dir- 
ector may have difficulty in discerning all the implications of 
these varying group situations because of his involvement in the 
performance in contrast to the audience analyst, whose spectator 
role permits greater detachment and awareness. Sociograms and 
interaction diagrams offer valuable guides to both. 

Production: The pathology of the enactment may be studied in 
terms of length and intensity of the performance. Thus, it may 
be too brief to bring to adequate expression the social or psychol- 
ogical problem in focus; or it may be so long as to become 
tedious and to dissipate any earlier favorable effects. An unpro- 
ductive protagonist may have been picked to represent the focal 
problem of the group—with the production leader becoming 
more and more involved. This may then again be brought to 
discussion by the audience analyst with the aim of assisting the 
group to interpret what was seen and to facilitate expression of 
the spectators’ reaction. 

Other important aspects of the session are the discussion of its therapeutic 
focus; this includes how director and group arrived at it and what happened 
in the course of enactment in terms of associations, sequence of scenes, action 
of the protagonist, of the auxiliary actors and of the audience members. 

Illustration of the Function of an Audience Analyst in a Therapy Session*™ 

The pre-enactment discussion dealt with the topic of leaving the family 
because of hospitalization. This topic was introduced by John’s complaint of 
the hardship he had gone through with his three children on account of his 
wife’s hospitalization for a breast abcess. The development of the topic followed 
a pattern of a chain warm-up** i.e. other patients contributed similar exper- 
iences with the emphasis on feeling upset due to illness, death, going to hos- 
pitals, etc. This led to one patient’s statement of indecision and mounting 


*From a Group gy tee Session conducted at the Mental Hygiene Clinic, Veterans 


Administration, Regional Office, Brooklyn, New York. 
**James M. Enneis. The Dynamics of greup and action processes in therapy. An analysis 
ee warm-up in psychodrama. Group Psychotherapy, Vol. IV, No. 1&2, p. 17-22, 
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panic over his impulse to visit his wife out of town after a separation of sev- 
eral years duration because of his illness, and over his fear that he may not be 
received well by her and by her family. The planned visit was enacted. The 
enacted scenes dealt with his wife meeting him at the railroad station. 

At the end of the enactment the audience analyst* opened the discussion by 
briefly outlining that John apparently felt better after using the helpful device 
of sharing his distress with others and so getting some actual help while his wife 
was hospitalized, instead of giving in to some of his understandable but un- 
constructive impulses, which he had mentioned. In a similar sense Bob, the pa- 
tient contemplating visiting his wife, was able to share some of his fears with 
the group in the enactment, and was able, at least in the group session, to re- 
ceive active support by several group members, who assisted him to enact the 
contemplated meeting. The same anxiety which almost prompted John to use 
unhelpful and sick methods can be seen to operate in Bob’s present dilemma. 

Comparable anxiety operates in group members and group leaders alike in 
the beginning of every session, because we do not know beforehand what is 
going to happen. As a rule, due to our concerted efforts the sessions always are 
productive, although they may not give ever any perfect solutions. In this 
sense one should not expect the solution of Bob’s problems from his prospective 
visit, as he appears to do. 

With this summary, which has stressed therapeutic content (rather than 
technical points), the audience analyst has opened the discussion period, with 
emphasis on facilitating other patients in the expression of their own related 
experiences. 

Illustration of an Approach to Quantitative Session Analysis 

In order to standardize the analysis of group psychotherapy sessions, use 
of quantitative techniques appears to be indispensable. They provide the audi- 
ence with a set of structural facts and viewpoints which cannot be obtained by 
direct observation alone. He is thus enabled to consider the total output of the 
session and to compare it with preceding and future sessions. 

Available measures include the following: 

1. Time Index 

a) A group might be given the following instructions: “Each of you will 
be allotted six minutes of the available session time. Fill out the questionnaire 
before you which contains the following questions: Do you want to use the 
time allotted to you? Do you want to give any part of it to someone in the 
group? If so, to whom? Why?” 


*Miss Tamara Pollack, M.A., Speech Therapist, Mental Hygiene Clinic, V.A., Brooklyn, N.Y. 
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Tabulating the results of such a questionnaire can give the audience an- 
alyst important insight into the interest patterns of the group. 

A similar type of analysis can be made by reviewing the recording of a 
session where such allocation of time is made informally by group members 
during the course of a session. Thus, in a group consisting of fifteen members, 
an equal distribution of time in a 90-minute session would obviously involve 
an allocation of six minutes to each member. In re-playing and analyzing the 
recording of such a session recently held at Beacon, New York, however, the 
following time distribution was found: 

No. of 


Three members (“stars”) took up half of the total session time, three re- 
mained silent, and three used exactly the “normal” period of time. This, of 
course, is not presented as a definitive statement of probable time distributions 
in all such sessions; it is presented merely for the purpose of illustrating another 
possible approach to quantification in connection with audience analysis. 

b) Degree and quality of group participation: 

Table II is concerned with the frequency of spontaneous participation and 
the initiation of new ideas. 

N 0 2 
Frequency 246 
Initiation 

of 1 


new ideas 
In this particular session, the three “stars” of Table I (B, F, N) were also 


the most frequent participants; they spontaneously got up and rendered opin- 
ions or reflected on the situation. However, the individual who initiated most 
new ideas was a non-star (H). 

2. Process Analysis 

The verbal and actional content of a session may be analyzed along the 
following lines: 

(a) Language Analysis 

This may consist of simply counting the total number of words used by 
each participant throughout the entire session and in combination with each 
specific situation. 


1 15’ (B) 
1 10’ (N) 
3 6’ 
6 4%,’ 
3 0’ 
: Total 15 90’ 4 
Table I 
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(b) Topical Analysis 
For each group session the introduction and the development of topics may 
be tabulated. In the pre-enactment discussion a variety of topics are usually 
introduced by the group members. In the enactment period a topic which is 
focal for the group is developed further, with introduction of collateral topics. 
In the post-enactment discussion the audience elaborates on several of the 


previously introduced themes. 
(c) Display of Psycho-motor Activity and Affect 

Categories may be developed for the purpose of tabulating the extent to 
which members engage in such activities as laughing, crying, falling asleep, 
coming late, leaving before the end of the session, changing seats, etc. 

3. Social Cohesion 

Measures of the degree of social cohesion and of the group structure can 
be obtained in each session by sociometric tests about various criteria. For ex- 
ample, one such criterion may be on the use each group member wishes to make 
of the available session time (see under a). Another criterion may be: “On 
which group member would you call as the most (least) helpful, if you were 
in trouble? Give three choices in order of greatest as well as least preference” 
. . .. A comparison of the sociograms for a number of consecutive sessions 
would give a graphic picture of the changes in group cohesion, which, in turn, 
would reflect the therapeutic process of the group while under treatment. 

CoMMENTS 

Inasmuch as the subject matter of this paper is concerned with a direc- 
torial method of therapy, a brief historic survey appears indicated. One line of 
development in present day psychiatry, the descriptive-classificatory, attempts 
to describe and classify behavioral deviations in terms of disease entities con- 
fined to the individual organism and to be treated like a physical illness is treat- 
ed, where the therapist prescribes the treatment in a directive fashion, whether 
this be advice, medication or surgery. The etiology of mental disorder was 
sought in physical weakness, defects or illness related to constitution and heredi- 
tary transmission. A second line of development was suggestion and hypno- 
therapy with the presupposition that the patient needs a maximum amount of 
direction. A third line of development, psycho-analytic psychiatry understood 
mental disorders in terms of psychic traumatas, sustained in early relationships 
and treated them as at least partially reversible processes, if the patient under- 
stands himself better with the help of another relationship, e.g. that to an 
analyst. The presupposition in psychoanalytic treatment is that the neurotic 
patient needs only a minimum of direction, and that by using the method of 
free association and by interpretations given by the analyst, the patient can 
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return to satisfactory functioning. Non-direction and non-directive methods 
became one of the guiding principles in all psychotherapy. 

However, like the rigidly directive methods of the past (e.g. suggestion 
and hypnotherapy), rigidly psycho-analytic and non-directive methods fell 
short, although for different reasons: In the first place they were unable to ful- 
fill the need for a mass psychiatry because operationally they are limited to 
individual therapy. Secondly, they were unable to give enough help to that 
large section of psychiatric patients that need help most badly, i.e. the psy- 
chotic.* Thirdly, non-directive methods failed to deal effectively with the 
chronic case. Because of these shortcomings, a need existed for methods which 
were flexible, efficacious, economical and universal, but without the shortcom- 
ings of either the rigidly directive or rigidly non-directive techniques. Psy- 
chodrama in its group form makes such a method available. Its philosophy is 
designed to make the subject his own authority over his experiences, feelings and 
wishes. Its methods are designed to assist him actively if necessary and also 
directively in a group setting without violation of his identity. The psycho- 
drama situation permits him and others to act out purposively what the life 
situation does not permit, with the active assistance of other group members 
who can vicariously participate with the star or protagonist. In this procedure, 
direction by an experienced psychodramatic director is necessary. However, a 
balance is essential because of the peculiarly involved relationship which is 
established between the psychodramatic therapist and the group. 


Discussion 

Although the nature of the relationship between production director and 
group members is not as yet clearly understood, it can very well be said that 
the production director appears to be invested with great power, such as the 
power to make group members reveal their innermost thoughts and expose them 
before the group, the power to confront the audience with an enactment which 
appears to apply to the spectator’s innermost thoughts, the power to cure, etc. 
The psychodramatic production appears to have qualities of maximal involve- 
ment. Fascination alternates with doubt. There seems much room for ex- 
pression of the particular needs of the individual director as well as his short- 
comings in personality and in technique. Out of this awareness, the thera- 
peutic director will seek to check and balance his shortcomings and his effects 
upon the group in any way possible. An audience analyst can contribute to this 


*The advances made in the psycho-analytic understanding and treatment of the psychotic 
atient are remarkable and are still in progress but can benefit directly only a small 
raction of the psychotic and potentially psychotic population. Although it is to be 
expected that this fraction will be materially increased with improved and increased 
treatment facilities, it is not expected that this will materially change the mental 
health problem of the population. 
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nd. In his relation to the production director, the audience analyst is com- 
letely supportive. His aim is therapy through analysis, whereas the production 
irector’s aim is therapy through production. After the production has come 
jo an end, the audience analyst invites the group to discussion of the session 
rom the point of view of the meaning of what was seen and what this signi- 
hes for each group member. This discussion will also deal with the strategies 
f the production director and so gives him a composite picture of how he was 
berceived in the session. Aside from the audience oriented therapeutic aim, 
his can be an enlightening experience for the director in his capacity as a com- 
unity leader, as a trainee or as a therapist. 
Furthermore, the production director’s endeavor aims at warming up the 
roup towards enactment. If successful, the attention of the director and 
udience will be focused upon the enactment. At the end of the enactment 
eriod, there has to be a warm-up in the opposite direction, ic. away from 
nactment towards the audience. This will necessitate a reversal in the orien- 
ation of the director. This can be accomplished with greater efficiency by a 
ecially designated trained spectator. Besides mobilizing the audience and ren- 
ering a balance to the production leader, the function of audience analyst can 
rve as a training device. Trainees in group psychotherapy and psychodrama 
an be assigned to this role which necessitates the expression of the spectator’s 
boint of view and the critical formulation of what has happened in the session. 
"his can materially facilitate the learning process of the trainee. Another ap- 
lication is to make patients session analysts where they can express critical 
ttitudes for contsructive purposes while this is not possible for them in their 
fe situation. This is especially worthwhile of further study for that large 
roup of conditions where the patient is capable of functioning as a spectator, 
ut not as an adequate actor in his life situation. 


SUMMARY 

1. The problem of the spectator in group psychotherapy and other group 
ctivities has been outlined as consisting in his need (a) to understand what he 
aw and heard, and (b) to relate it to his own experience. 

2. Group Psychodrama has been described as the medium in which the 
roblem of the spectator can be most clearly visualized and worked with, in 
erms of his need for interpretation of the events on the “outside” and his 
heed for expression of his own related experience. 

3. A method has been described to meet these spectator’s needs, in the 
orm and function of the audience analyst. 

4. The pathologies of group leader, group and production have been dis- 
ussed and illustrations are given of the method of facilitating expression of 
elated experiences in the spectator as well as of an approach to quantitative 
sssion analysis. 
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SOCIAL PROCESS VERSUS COMMUNITY DETERIORATION 


HERBERT A. THELAN 
Human Dynamics Laboratory 
University of Chicago 

This is a description of a citizen-action program which has been underwa 
in the southside of Chicago for two years. The action program centers aroun 
the meeting of neighbors within their own blocks, so that communication, on 
established, tends to become institutionalized. We attempt here to indica@ 
some of the principles on which the block program is based, and also to indica 
some of the difficulties with the program. 

The neighborhood is similar to many other predominantly residential are 
within large cities. Two-thirds of the housing units developed in the last te 
years were produced through illegal conversion. There is fear and potenti 
panic at Negroes moving into the area, even though there is not overt violenc¢ 
There is an increased rate of crime and inaccuracy in the reporting to the co 
munity of the crime rate. There is a general feeling that the civic offices aq 
either sluggish or corrupt. 


We have, then, a picture of community deterioration in which the ob 
jective problems of housing and crime are contaminated with the emotion 
problem of dealing with one’s own anxieties over his prejudice toward Negroe 
These are large problems. 

When one inquires what means are necessary to deal with these problem 
it becomes clear simply from the magnitude of the problems alone that t 
number of man-hours of effort will be vast—too great for any small and seleq 


and determined group alone to supply. It requires the involvement of ever 
man, woman and child in the area. These are required also for another reason 
namely, that the behavior of every individual is contributing to this commun 
ty situation and ultimately will determine the fate of the area. In effect, a vag 
re-education program, with therapeutic elements and action, is required. 
Having decided that everybody needs to be involved, the next questio 
is: what is going to keep them involved? No group of citizens, however “right 
minded,” is likely to be effective in producing signal action at a sufficientl 
rapid rate to keep new satisfactions rolling in. The reward for participatio 
has to come from some other source than satisfaction in solving objective prob 
lems. This other source would appear to be gratification of a variety of persona 
social needs. As social, gregarious animals, urban man is fundamentally dé 
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rived. The meetings, then, give people the chance to know each other, to dom- 
ate if they wish to, to strike postures and attitudes, to be helpful with infor- 
ation and technical knowledge, to satisfy curiosity about the neighbors. 

For the group process to be gratifying means also, of course, that the group 
padership must be trained to maximize the gratification-producing possibilities, 

Having carried the analysis to the point of defining the problem, the next 
oncern is to define the strategy of approach to the problem. It was early seen 
at block meetings had to accomplish and be directed toward three different 
ms or functions. 

The first function is the stopping of panic and the reduction of anxiety 
> that intelligent individual behavior becomes possible once more. Our exper- 
nce has been that this can be done in many cases quite simply through sharing 

one’s own feeling of inadequacy or defeat and discovering that others feel 
e same way. Prejudice does not seem necessarily to call forth irrational be- 
avior when it is accepted and understood by the prejudiced person. The prob- 
m of the meeting for anxiety-reduction is to establish sufficient permissiveness 
d rapport that disturbing feelings can be openly expressed and non-evaluative- 
dealt with. 
Having dissipated a fair amount of anxiety and produced a first flush of 
atification through acquaintanceship, and particularly through having looked 
e’s fears in the face, the next requirement is to consolidate the feeling of 
Mpmmunity. There must be found some means for producing working relation- 
ips among neighbors so that from their experiences with each other the 
bcessary adaptative learnings can take place. Moreover, the investment of 
ork in the neighborhood gives it the personal meaning of home. A second 
rt of the program then, is cooperative problem-solving. There are many 
Moblems, such as abandoned cars, cluttered sidewalks, ungreeted new neigh- 
brs, destruction of property by gangs, inadequate lighting in the alley, etc.— 
any problems that while seemingly trivial, constitute the stuff of daily exis- 
ce and make considerable difference in the feelings people have about their 
ighborhood. The solution of such problems involves anything from one phone 
ll to a half-day of “work-camp” activity. In many cases, the largest require- 
ent is eternal vigilance and preventitive investigation of movement of build- 
g materials, rumors, real estate agents, etc. 

Reduction of anxiety and building of community solidarity through prob- 
-solving are still not enough for the total job to be done. The third major 
rt of the program is based on the recognition that the problems the neigh- 
rhood has to cope with arise from, or in many cases are aggravated by, fac- 
s outside the neighborhood. For example, the state of pressure on housing at 
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any moment in our community is dependent not only on the state of the labo 
pool, wages and savings, but also upon such matters as the amount of re-loca 
tion of residents from other parts of the city as the result of land-clearane 
for housing projects, the contagion of panic from adjacent areas following 
anxiety-producing inter-racial incidents, and the general climate of laxity a 
vigilance characterizing law enforcement. 

Just as problems arise from outside the community, so the action channel 
of officialdom are also on a city-wide rather than a neighborhood basis for th 
most part. The appearance of twenty neighbors in court acts as a group con 
science which undoubtedly strengthens the likelihood of a finding on the sid 
of enforcement. 

Interestingly enough, this third requirement, which is essential if the bloc 
program is to be anything more than a running rear-guard action, is particula 
ly difficult to get block cooperation on. The block, by the time it achieves t 
first two dynamics, tends to feel an intra-block loyalty or autonomy and to b 
suspicious of the coordinating and organizing machinery which must, of cours 
be centralized. 

In an attempt to formulate some major features of the methodology, t 
following points constitute at least a fair sample of the sorts of ideas involved 
First—We are attempting to shift the concern from prejudice and ideologic 
exclusiveness to action and discriminatory behavior. In effect, we want mof 
problem-oriented concern about discrimination and less anxiety about prejudic 
We need to accept the fact that most of us are prejudiced at some level, a 
that this is the consequence of the culture in which we have been raised a 
certainly not segmething which is per se either “good” or “bad.” On the oth 
hand, the expression of prejudice is a problem of individual control and a gro 
climate can be produced which makes this control more systematic and le 
inefficient. 

Second—The citizen program has to involve a shift from our culturally ig 
duced concepts of authority as being vested in particular groups or individu 
to authority as being vested in group experience. The sociologist or plann 
who “knows” what the problems are may be quite ineffective in produci 
change. The group has to start where it is, and as a result of testing through i 
own experience, it will successively reformulate problems. Under proper lead 
ership conditions, it will come out with realistic definitions and, simultaneous 
with this, it will emerge with the necessary motivation for dealing with t 
problems. 

Third—In a situation where success is partly a matter of changing attitud 
and lessening anxiety, success is difficult to demonstrate. As a criterion 
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success or failure, pre-post-measurement is unwieldy as a guide to action. We 
have had to find some other additional method of determining the success or 
failure of our enterprise. We have finally reached the conclusion that the enter- 
prise is to be considered successful when the processes of working together and 
making decisions are sound. This means that a decision which is reached by the 
application of intelligence channeled within experimental methodology is con- 
sidered to be a good decision—at least for the people who reached it. We need, 
then, to develop considerable sensitivity toward the nature of the processes of 
group work and deliberation; and to learn to appraise in terms of statable 
criteria the soundness of the process. 

Fourth—Continual training of leadership is required. The leadership must be 
able to get the group involved in problem-solving which carries with it more 
satisfaction rewards and, at the same time, safeguards the possibilities of indi- 
vidual gratification through need-meeting. In other words, leadership must be 
able to pay attention to action as well as to emotion and to be able to develop 
a style in which both types of factors are integrated into an on-going process. 
Fifth—since citizens cannot be expected to work efficiently on problems they 
are not concerned about, continuous evaluation of feeling is necessary to decide 
where motivation lies. But since the purpose of the program is to bring about 
changes in the objective social environment, continuous objective survey is 
necessary as a basis for planning realistic action in the directions felt to be im- 
portant. In effect, it is necessary to bring together both objective and subjective 
definitions of the needs and realities in a given block. 

Sixth—The social meaning of problems and of the activity related to problem- 
solving in the neighborhood, can be facilitated through coordination or integra- 
tion of the various types of social interaction: interview, block and group meet- 
ing, mass meeting. Proper strategies for utilizing these types of interaction in 
a complementary way must be developed. 

A brief description of one of our block meetings may illuminate some of 
these principles in operation. 

This particular block meeting was planned at a time when rumors were 
sweeping the block that a house was about to be sold to exploiters who would 
pack a Negro family into each room. The rumors seemed to be based on nothing 
more than the fact that the reputed seller was a morose, uncommunicative per- 
son. Still, in view of the feelings—which had already resulted in four people 
putting their homes up for sale—there was clearly a job to be done. Everybody 
in a row of 15 owner-occupied houses was invited to the meeting. Four people 
issued the invitations, making personal visits. It was arranged that each of the 
fifteen families would be called on by the one of the four people who already 
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knew them fairly well. The involvment of friends by friends is of very great 
importance in all community work. 

As the people came into the house, it was clear that they had differing 
expectations for the meeting. The range of opinion or feeling seemed to be 
from the notion that we were met together to consider strategies for keeping 
Negroes out to the feeling that we were here to invite Negroes in and turn the 
neighborhood into an inter-racial paradise. As the people came in, they tended 
to congregate in small groups on the basis of previous acquaintance, and these 
groups were mostly talking about the rumor and about attitudes cued by the 
rumors. After about twenty minutes, the feeling arose that we should get 
started. There were many glances toward the chairman and host. An old 
man, about eighty, climbed up onto the stair landing, so that he was conspic- 
uous, and opened the meeting with this gem, “What do we want me to tell you 
about them damn Niggers?” There was decidely awkward pause, and the leader 
replied that as he had listened to the informal conversations before the meeting 
opened, he had discovered that we have a wide range of prejudice among us. 
He suggested that we might just accept this a fact about ourselves . . . He 
pointed out that Negroes had bought the apartment across the street and that 
he felt the block faced certain objective possibilities: a) it could form a pitch- 
fork mob to try to drive the Negroes out; b) it could attempt to ignore them, 
or c) it could attempt to establish communication with them, with the idea of 
explaining the block’s determination to prevent physical deterioration and to 
make the block a pleasant place in which to live. Posed in this way—i.e. with 
this objective reality orientation, based on alternative action possibilities, the 
group quickly adopted the latter alternative. A committee was appointed to go 
calling. Attention was given to the problem of avoiding the use of people who 
had strong feelings either way about Negroes. The committee that did call was 
some sort of strange combination of investigating committee and friendship 
group. The Negroes, fortunately, could see the committee’s embarrassment 
and were quite mature in helping the committee establish communication. Three 
other actions were taken from the meeting, and the second meeting started with 
a reporting of these actions, introduction of new people, and the setting up of 
an agenda consisting of the things people on the block saw as problems to be 
looked into. 

Mass meeting, which are involving, supportive, and reinforcing to block 
work, have fallen into a kind of pattern. Block people invite all of their neigh- 
bors to come and, in some cases, car-pools are arranged to bring people. The 
meeting opens with sociodramas of a variety of typical instances, and the gen- 
eral aim is, through these sociodramas, to identify and express most of the dif- 
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ferent attitudes held by members of the audience. This sets, in effect, the lim- 
its for emotional expression and tends to be highly involving of the audience. 
Following the sociodramas, there is usually a period of discussing facts. This 
may be done by a panel of experts or by informed resource people. Here the 
problem is to place the emotionalized problem into a cognitive context. How 
wide-spread are these conditions? What are the forces causing them? What 
sorts of solutions are there? 


The third step is one of audience participation in identifying the prob- 
lems they see within the neighborhood. This is ordinarily done in buzz 
groups followed by a problem census on the blackboard and a voting or integra- 
tive-interpretation of problem priorities. By this time, then, the meeting has 
a clear sense of problem and usually also some sense of gratification through the 
feeling of group communality of concern. The next step, then, is to outline 
the plan for action and the needs for training of block leaders and for involve- 
ment of more people. A training session for leaders is announced. Each mem- 
ber of the audience has a card on which to check one of some eight ways of 
participating further; these range from being block leader himself to volun- 
teering for secretarial work. The most effective meeting of this kind was in 


an area where Negroes were moving in, so that there was plenty of affect to be 
channeled. At this meeting, out of 230 people, 45 volunteered to attend the 
announced training session—with the understanding that they might very well 
become block leaders. 


In summary, then, the attempt has been all along to be pretty clear headed 
about what sort of behavior the situation of improving the community re- 
quires, and to proceed to try to get this behavior. We have adopted the atti- 
tude that the magnitude of the problems requires the help of everybody, no 
matter what their race or attitudes may be—that for a group to effectively 
engage in the program, it must have sufficient autonomy that it can succeed 
or fail by itself, and that the purpose of the central organization (aside from 
coordination) is to be facilitating—i.e. to select and reinforce those inter- 
actions which tend in the right direction of community improvement and to 
inhibit or repress those interactions which tend in the bad direction of com- 
munity deterioration. 


While the block program is probably in many respects the heart of the 
endeavor, still it is inadequate by itself. We, therefore, have developed a whole 
series of ad hoc working committees—dealing with PTA programs, restaurant 
discrimination, enforcement of laws against overcrowding, police protection, 
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community survey, organizational financing, and the like. Through such a 
variegated approach, there is room for almost everybody’s talents to be actual- 
ized, and so gradually, through finding a place for everyone and all moving 
in the same direction, we feel that the problems will be solved or adjusted to, 
that unintelligent behavior can be eradicated, and that the kind of opportunity 
required for successful effective living can be maximized in our community. 
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PRESENTATION OF PSYCHODRAMA AT THE 
THIRD MENTAL HOSPITAL INSTITUTE 


A. Benes, M.D. 
Harrisburg, Pa. 


About ninety members of the Third Mental Hospital Institute and an 
equal number of invited staff members and guests witnessed the techniques of 
psychodrama Wednesday afternoon under the direction of Dr. and Mrs. Jacob 
Moreno, of Beacon, N.Y. in the recreation hall of the VA Hospital, Louisville, 
Ky. 


Prior to his presentation Dr. Moreno explained that in the total therapeutic 
situation all hospital employees must participate. In fact, group psychotherapy 
in its present form is the only preliminary effort and form to the complete 
mobilization of all the persons of the institution who are oriented to serving the 
mental patient. Group psychotherapy is the beginning and terminal force in 
the therapeutic society of the total hospital situation which includes all the 
other general or specific therapies. 


Psychodrama is only one of the techniques used and represents an action 
method for changing the patient’s behavior. It furnishes a common point of 
reference for all the therapeutic efforts made toward the common goal of 
changing his habit patterns for good mental health. To do this one must create 
situations directly concerning the patient and his individual experience. The 
patient himself gives clues by portraying how he feels and acts in the situation 
enacted. He “feels” his way back to reality at the same time that the therapist 
“feels” his way into the patient’s attitudes. 


Psychodrama is an analytical procedure through dramatized sessions where- 
by a group structure is built about the patient giving the therapist a medium 
for exploring his interpersonal relationships. 


With the assistance of Mrs. Moreno, the doctor presented his techniques of 
psychodrama using several volunteer patients from the VA hospital and draw- 
ing upon the audience for substitute roles in the enactment of scenes in a pa- 
tient’s past life. The material was unrehearsed and the patients had not been 
previously seen. The development of psychodramatic action was shown in its 
natural evolution and various special techniques were explained. 
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Psychodrama was offered as a method of prevention as well as of better 
appreciation of mental illness. By intimate contact in displaying the traumatic 
situation the patient recalls more vividly the events on a conscious level. By 
repeated sessions he then works out changes in his feelings and actions for 
healthier living. Dr. Moreno used interpolation of character roles freely giving 
the patient full opportunity to build up his group situation. 
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MODIFIED INSULIN, PSYCHODRAMA, AND REHABILITATION 
TECHNIQUES IN THE TREATMENT OF ANXIETY 
AND TENSION STATES* 


Leon L. Racxow, M.D.** 
Veterans Administration Hospital, Montrose, N.Y. 


INTRODUCTION 


The literature records the use of modified insulin in the treatment of psy- 
chiatric patients as far back as 1923 at which time it was noted that the mental 
status of diabetics with depressive features improved under this form of treat- 
ment. Others recorded its use in the control of excited psychiatric patients and 
to increase appetite. In 1929 Appel, Farr and Marshall (1) reported that in- 
sulin given to psychotic patients in doses up to sixty units a day before meals 
and over a four weeks period caused, beside an increase in appetite and food in- 
take, an average gain in weight in males of about three pounds per week, and 
an improvement in their mental status. Bennett and Miller (2) noted an im- 
provement of certain behavior problem patients (acute manics and catatonics) 
in their mental as well as their physical status. They required less sedation and 
less tube feeding following modified insulin treatment. Polatin, Spotnitz and 
Wiesel (3) treated an unselected group of functional and organic cases with 
insulin in sub-coma doses. They found that these patients were easier to nurse 
and to feed; that most of them gained in weight and their physical status im- 
proved. Tomlinson and Ozarin (4) reported on the treatment of fifty-two un- 
selected cases of psychotics. Sixty-five percent showed an improvement in 
mental status with a consistent gain in weight noted. In 1943 Rennie (5) 
treated twenty-eight psychotic patients. He states that there was a dramatic 
relief of anxiety in those cases where basic anxiety prevailed, and that the in- 
sulin permitted a marked degree of relaxation, relief of inner tension and allevi- 
ation of anxiety and fear. Sargent (6) advocated sub-shock insulin for the 
rehabilitation of acute anxiety states showing marked weight loss and physical 
disability. Hohman and Kline (7) treated cases of war neuroses with sub-shock 
*From Veterans Administration Hospital, Tuscaloosa, Alabama. 

Reviewed in the Veterans Administration and published with the approval of the Chief 
Medical Directer. The statements and conclusions published by the author are the 
result of his own study and do not necessarily reflect the opinion or policy of the Vet- 


erans Administration. 
**Now at the Franklin Delano Roosevelt Veterans Administration Hospital, Montrose, New 
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insulin reporting gain of weight, improvement of appetite and alleviation of 
anxiety and depression. 

In 1948 Carnet, et al. (8) reported favorable results in the treatment of 
anxiety type of psychoneurosis with modified insulin therapy as an adjunctive 
measure to psychotherapy. Sixty per cent improvement with ten per cent re- 
currence of symptoms was reported. Those cases who relapsed were particular- 
ly ones which showed poor premorbid psychology. Gayle and Neale (9) re- 
ported findings which indicate that sub-shock insulin therapy markedly relieves 
tension states and shortens periods of hospitalization, rendering the patients 
more susceptible to psychotherapy. Sullivan (10) in 1948 reports that inten- 
sive insulin sub-shock therapy should be used in all psychoneurotic states of 
severe anxiety tension types, and in psychoses with features of depression and 
anxiety. Sadler and Rubin (11) report in 1950 the use of sub-shock insulin as 
an adjunctive therapy helpful in allaying anxiety, improving the patient’s well- 
being and making him more accessible to psychotherapy. The sub-shock insulin 
treatment procedure moreover served as an agent around which a homogenous 
group of patients could be formed in a therapeutic relationship. Teitlebaum 
(12) emphasizes the value of group therapy and minimizes the role of sub- 
coma insulin but many reports stress the point that this type of therapy makes 
the patient more amenable to psychotherapy. 

There is insufficient evidence at the present time to indicate the basis for 
these therapeutic results, but it seems clear that beneficial effect is exerted on 
tension and anxiety states. Rennie (5) states “That the effects of insulin are 
more incisive than chemical sedation which appears not to achieve any such 
profound alteration of the basic anxiety. It permits relaxation, releases the 
ability to discuss pre-occupations, relieves inner tensions, anxieties and fears 
and provides the best opportunity for the therapist to get close to the patient 
and utilize psychotherapeutic methods.” 

Therapeutic effects of dramatic production on an audience have been des- 
cribed since the time of Aristotle, but as the dramatic production was written, 
conserved and rehearsed, the dynamic process remained obscure. Later contri- 
butions by a succession of writers such as G. E. Lessing, J. C. Reil, and Fried- 
rich Nietzche were in line with Aristotle's position. It was Moreno (16, 17, 18) 
who introduced therapeutic psychodrama and described its principles of spon- 
taneous production. Franz (20) has summarized the literature and described 
various dramatic techniques that have been utilized. Meiers (21) renders a more 
complete survey with an extensive bibliography. 

A few psychiatrists have since utilized amateur dramatics with patients in 
the cast and in the audience for other than recreational purposes. It has been 
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included in a therapeutic program through utilization of the dynamics revealed 
during the preparation and presentation of the subject. Original plays written 
by patients or psychiatrists have been utilized for insight gaining. Moreno uses 
psychodrama as a technique for individual psychotherapy as well as group psy- 
chotherapy, stating that through “action catharsis,” “spontaneity training,” and 
analysis of the ongoing process a learning process takes place of sufficient degree 
to be of therapeutic value. In 1947 Solomon and Fentress (14) reported an 
analytically oriented method of group psychotherapy by means of a dramatiza- 
tion of the underlying psychodynamics (using the technique as a visual aid to 
insight, as a catharsis producing abreactive mechanism and as a basis for super- 
ego modification, both for the patient participating and those in the audience). 
In 1948 Kline and Dreyfus (15) described a modification of the psychodrama 
technique which was used as a means of extramural reality adjustment, rather 
than deep therapy to alter intrapsychic problems. 

Moreno and Schwartz (19) were the first to treat psychotic patients by a 
combination of these methods, sub-coma insulin and psychodrama, stating that 
the insulin in sub-shock doses gave the patients a better start in the psychodrama 
therapy. 

METHOD 

A group of ninety-eight World War II veterans was treated by these 
methods within a period of approximately one year. These men were a homo- 
genous group whose ages fell within twenty-five to forty years, all in good 
physical health. Their main presenting symptom on admission to the hospital 
was that of anxiety and tension. The hospital to which they were admitted was 
a large psychiatric one, understaffed by professional personnel and serving a 
large area in which there were extremely limited mental hygiene facilities. It 
was thus necessary to hospitalize many of these patients for their complaints in 
order to afford them any treatment at all. Among the group there were forty- 
seven psychoneurotics (thirty-one of whom were anxiety reactions, five con- 
version reactions, four dissociative reactions and the remainder obsessive tension 
states, depressive reactions and hypochondriacal reactions), thirty-one schizo- 
phrenics, three manic-depressive psychoses, one situational mal-adjustment, two 
inadequate personalities, and one post-traumatic encephalopathy. In addition 
to complaints characteristic of their diagnostic category, all complained of 
many of the following: anxiety, “nervousness,” insomnia, anorexia, vague 
somatic symptoms, tremulousness, excessive sweating, poor social and economic 
adjustment, inability to work, “blackouts,” and irritability. 

The patients were selected for this treatment on the basis of their present- 
ing symptom of anxiety, regardless of the diagnosis established for purposes of 
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classification. Treatment was instituted in a special room with a trained team. 
The nursing and aide personnel selected for the group were well trained, kindly 
and very friendly. Starting with a test dose of five units the insulin dosage was 
increased daily to a sub-shock level where drowsiness, sweating, and a feeling 
of tremulousness was produced. This was allowed to continue for a period of 
one to two hours, and was then terminated by oral administration of sweetened 
orange juice. A maximum dose of seventy units of U40 insulin was empirically 
set and thirty-five to forty sub-coma sessions were considered a complete 
course. An attempt was made to prevent any coma reactions. The treatment 
sessions were usually terminated at about 10:30 a.m. and were then followed by 
a light breakfast. The patients were then immediately taken to the therapeutic 
theatre for a psychodrama session of approximately one hour. Here an attempt 
was made to institute individual as well as group therapy combining the two 
methods previously described. The psychodynamics were acted out in many 
cases while in others an attempt was made to duplicate actual problems which 
the patients had previously faced, or which they might face after leaving the 
hospital. The opportunity was provided to meet these situations in the pro- 
tected atmosphere of the hospital where penalty for failure was minimal, and 
where opportunities to correct errors were provided (15). Criticism from the 
group was free and usually constructive. The situations to be acted out were 
semi-structured in that the patients were given the plots of playlets which they 
then proceeded to enact. These situations were obtained from autobiographies, 
psychiatric histories, psychological tests, social reports, and occasionally from 


material revealed during light insulin comas. Pertinent situations were devised 


and presented and the patient was allowed to choose an auxiliary ego from among 
the assisting staff who most closely represented to him a person with whom his 
situation was connected. Interpretation from the group was free, with very 
little attempt on part of the therapist to direct the discussion until the end of 
the period when occasionally interpretations were made. Once the playlet was 
presented to the patient there was no further direction by the therapist. The 
production by the patient was spontaneous and occasionally there were episodes 
in which the patient appeared to be living out traumatic material. The sessions 
were terminated by the therapist when it was evident that nothing further was 
being produced, at which time discussion by the group was stimulated. During 
the afternoon a full and intensive program was arranged consisting of correc- 
tive physical exercises and sports, occupational and manual arts therapy and 
recreational events, such as group singing, band, glee club and library visits. 
At all times an effort was made to keep these patients as a distinct group within 
the larger patient group on the ward and to encourage their realization of the 


‘ 
2] 
4 


MODIFIED INSULIN 


wide-spread incidence of their problems and complaints. 
RESULTS 

Of the ninety-eight patients treated twelve discontinued treatment vol- 
untarily and left the hospital against the advice of the psychiatric staff. The 
main reasons for discontinuing therapy were the fact that it was necessary to 
offer them hospitalization in a psychiatric hospital and the claims of some of 
the patients that the insulin therapy accentuated their illnesses and increased 
their anxiety and tension. Eighty-six men completed the full course of treat- 
ment. Ten patients showed no improvement following the completion of a 
course of therapy and were retained in the hospital for further care and treat- 
ment. These were all schizophrenics and had histories of prolonged illness with 
poor pre-psychotic personalities. Seventy-six patients were discharged from the 
hospital as improved following completion of the full course of treatment. 
During their stay in the hospital these patients, who were both schizophrenics 
and psychoneurotics, all showed definite improvement. There was marked 
weight gain averaging fifteen to twenty pounds with definite lessening of anxi- 
ety and tension, improvement in sleeping, better interpersonal relationships with 
the other patients and the hospital personnel, and lessening of somatic com- 
plaints. All when interviewed prior to discharge stated that they were definite- 
ly improved, “‘felt better,” and asked to be discharged to return to their homes 
and occupations. Six returned shortly after their discharge for further treat- 
ment; some of this group stated that they felt that they had left the hospital 
too early while others became involved in alcoholic episodes, and returned or 
were returned for further treatment. Seventy patients remained at home for 
periods of longer duration. About twelve months after discharge question- 
naires were sent to this group and sixty-eight of them replied. This question- 
naire consisted of a series of questions which asked the patients to indicate 
whether they were experiencing any of the symptoms of anxiety described 
above, such as “nervousness,” insomnia, anorexia, “blackouts,” and so forth. 
‘t also asked for their opinion about which aspect of the treatment program 
they considered to have been most beneficial to them. Nine patients (eight 
diagnosed anxiety reaction and one manic-depressive reaction, depressed type) 
replied that they had maintained the benefit which they had exhibited on leav- 
ing the hospital, were feeling well, were employed, and were making a satis- 
factory adjustment. Two patients could not be reached for questioning and 
were lost from the study. Fifty-nine of the group replied to their question- 
naires by stating that they had not maintained the adjustment and improve- 
ment which they had demonstrated at the time of their discharge. Almost all 
of them indicated that they were again showing considerable signs of anxiety 
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and stated that they “felt bad, were jittery, nervous, had bad dreams, were ir- 
ritable, couldn’t work, had blackouts” and all indicated that they had lost the 
weight gain which they demonstrated in the hospital. A survey of the replies 
of this group, together with the information obtained from the group who re- 
turned to the hospital for further treatment, indicated that their period of ad- 
justment following discharge from the hospital lasted from three weeks to 
about four months following which they reverted to their condition prior to 
original admission to the hospital. The group was asked to indicate which part 
of the treatment program they considered to be most beneficial. Almost unani- 
mously they indicated that the modified insulin sessions were in their opinion 
the most beneficial part of the entire treatment program. Several stated that 
the corrective therapy and sports program was most beneficial and only very 
few indicated any benefit from the psychodrama sessions. 
Discussion 

Modified insulin therapy combined with psychodrama and a therapeutic 
program of corrective exercises, occupational and manual arts therapy, and 
recreation is described. The results in a series of ninety-eight cases is reported. 
Improvement was noted in eighty-eight per cent of those who completed the 
treatment. Recurrence of symptoms was reported by eighty-five per cent of 
those initially benefited within a relatively short time. It was noted that the 
patients in this group were more easily accessible and partook more freely in 
the psychodrama sessions than a similar group of patients who were treated 
previously by psychodrama without insulin therapy. The sub-coma insulin ses- 
sions produced decrease of anxiety, relaxation, and a feeling of well-being to 
such an extent that most of the patients reported in the survey that the insulin 
sub-coma sessions were the most acceptable and beneficial part of the therapy 
course. During the course of treatment, however, there were many occasions 
on which patients objected to entering the treatment room because of a feeling 
of uneasiness produced in them when they approached the coma level, such as 
tremulousness, sweating and the feeling of faintness. Those in the group with 
large homosexual components in their make-up often complained about “the 
needle.” The psychodrama sessions provided a satisfactory method of treating 
a large group. They were conducted immediately following the insulin therapy 
sessions and the patients were freely accessible and partook willingly. During 
individual treatment periods many of the patients, both the active participants 
and those in the audience, indicated that they had gained considerable insight 
into their problems. Substitutions in the principal and auxiliary roles were 
made freely by the therapist when from his knowledge of the group it ap- 
peared that patients in the audience had similar problems to those being enacted 
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“on the stage. The different approaches to acting out the psychodynamics or the 
experience situations appeared to be very beneficial to the group as a whole. On 
a few occasions abreactions were noted in the principal actors, but the main 
benefit of the experience appeared to be in the sphere of insight and experience 
gaining. In the survey report the psychodrama sessions were considered to have 
been the least beneficial by the patients, while during the course of therapy the 
entire group appeared to partake with great willingness and interest. The relief 
gained in these sessions produced willing participation while in the hospital. 
In retrospect, the remembrance of the difficulty experienced in ventilating the 
dynamics of their illnesses caused almost all of these patients to reverse their 
opinions of the effectiveness of the psychodrama hours. The group spirit en- 
gendered in these patients by their participating in this course of therapy was 
very noticeable; ego strength appeared to be considerably increased by member- 
ship in this group, and by the comments of patients under other types of ther- 
apy as to the special attention and care being lavished on the insulin group. 
The results of therapy were not permanent, the majority of the patients reverted 
to their pre-treatment condition in an average period of under four months. 
Only nine patients reported continuance of improvement at the end of one year, 
and only three reported any remaining benefits at the end of a two-year period. ‘ 


SUMMARY 

Modified or sub-shock insulin combined with psychodrama provides an ef- 
fective method for treatment of basic anxiety and tension states in a hospital 
situation where only limited staff is available. 

Relief of anxiety by insulin therapy is marked and the patients are made 
more amenable and accessible to group therapy. The psychodrama periods pro- 
vided considerable amount of insight gaining and experience formation. Per- 
manent results were not produced and in a large percentage of the cases, relapse 
occurred fairly promptly when the patients returned to the stress and strains 
of their every day life. 
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ANNUAL PSYCHODRAMA REPORT 
July, 1950 through June, 1951 


The St. Louis State Hospital is the first mental hospital in Missouri to use 
Moreno techniques. Psychodrama sessions were used experimentally as treatment 
in the St. Louis State Hospital, starting February, 1949. Since that time it has 
developed into a recognized part of the treatment program. The services of its 
Director, Miss Nancy Strickland, who is a member of the Social Service Staff, 
have so far only been given on a half-time basis. Psychodrama is used to help 
the patients work out their emotional problems by acting them out on a stage. 
In this way they can arrive at a solution to their problems and make a better 
adjustment to society, both in and outside of the hospital. 

In July of 1950 we finished the group series we had started in February 
of that year. Weekly individual sessions with a female patient were started in 
August and carried through the next April. September was spent in organizing 
a new group series: this included conferences with Doctors, interviews with 
patients and reading some 50 records. The new series was planned on an ex- 
panded schedule of 2 group sessions a week and later changed to three weekly 
group sessions in May of 1951. 

Thus, during the year the following participated in Psychodrama: Thirty- 
one patients took part, including seventeen women and fourteen men. Twenty- 
seven of these were schizophrenics, five catatonics, thirteen paranoids, two 
simples and three hebephrenics. Four had been given a diagnosis of schizo- 
phrenic—Other Types. There was one mental defective and one manic-depres- 
sive in the group, also two alcoholics were referred. 


Ages of these patients ranged from eighteen to fifty years, with twelve of 
them being between twenty-one and thirty, and nine between forty-one and 
fifty. Two were eighteen years old. 


Of the thirty-one patients in the three groups, thirteen were paroled, either 
while in Psychodrama, or just following it. Three of those paroled elected to 
return for Psychodrama. Eight were dropped from the groups, six because they 
were considered too ill to participate, and two because they asked to stop. 

Seventy-nine, two-hour group sessions were held, plus thirty-five individu- 
al sessions; thus, thirty-one patients had a total of 1192 therapy hours. 

In October, 1950, after consultation with Dr. Nathan Kohn, University 
College, Washington University, three students from his classes and members 
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of the Staff of the Counseling and Guidance Service at the University began to 
participate in Psychodrama as volunteer auxiliaries. They have proven to be a 
valuable asset and aid to the patients, and they feel that they learned a great 
deal about the dynamics of human behavior. Dr. Kohn is now making plans 
to give University credit to students who participate in this program. 

Annual Psychodrama Report (July, 1950 through June, 1951) 

The Psychodrama Director has participated on the teaching faculty for 
the student nurses, and also on that of the Psychiatric aides. Four lectures were 
given to the student nurses and each student observed two hours of Psycho- 
drama. One lecture was given to the Psychiatric Aides, and each of them at- 
tended a two-hour session. Thus, some two hundred and fifty-one student 
nurses and twenty aides attended Psychodrama. 


The group of student nurses that left the hospital in May, 1951, asked 
that future groups be allowed to observe four hours instead of two, as they felt 
this was a valuable experience. The faculty concurred with this, and it is in 
practice at present. 

Many talks and lectures have been given to small groups of nurses, social 
workers and others interested in this form of treatment, totaling some two hun- 
dred and seventy-seven people. This includes a lecture given to the Social Work 
Students’ Club at the George Warren Brown School of Social Work, and a 
demonstration of Psychodrama given at night to a group of seventy-five alum- 
ni of that same school. There were also talks made to forty-five student nurses 
from St. Vincent’s Sanitarium, and to twelve graduate Psychiatric Nurses of 
the Washington University School of Nursing. 

The regular Psychodrama sessions were attended by ninety some specta- 
tors, including doctors, psychologists, social workers, educators, nurses, psy- 
chology students, medical students, social work students, and various hospital 


personnel. 

At present, it is planned to continue with three two-hour sessions of Psy- 
chodrama a week. Expansion of the program to include at least one evening 
session per week, as well as more regular sessions per week, is indicated but this 
is impossible on a half-time basis. It is recommended that a full-time Depart- 
ment of Psychodrama be created. 


There is still a real need for a recording system, as records are most diffi- 
cult to keep and are not now sufficient. We also need a Public Address System, 
or a room with suitable acoustics. 


Nancy F. Strickland, P.S.W. 
Psychodrama Director 
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ANNOUNCEMENTS 


CALIFORNIA INSTITUTE OF PsyCHODRAMA 
A West-Coast Branch of the Psychodramatic Institute 
of New York, J. L. Moreno, M.D., Director 


PURPOSE: Modern education stresses total personality growth and group 
participation. They are functions of the vitality and meaningfulness of the 
learning situation. Psychodrama, Sociodrama, and Sociometry are concerned 
with the practical group and action methods for RELATIONSHIP RE-EDU- 
CATION: developing spontaneity and initiative in human-interrelations and 
training the individual for creative life-roles. 


OFFERINGS 


I. Action and Group Methods 
Basic course for teachers, administrators, social workers and psychologists. 
Seven sessions: $17.50. 

Il. Intensive Role-Training and Directoral Techniques 
Advanced course for teachers, administrators, social workers and psycholo- 
gists. Review of basic research. 
Seven sessions: $17.50. 


Ill. Role Playing and Sociometry for the Classroom Teacher 
Theory and practice of role-playing for school use. Practice sessions in 
constructing diagnostic and retraining sessions for particular classroom 


groups. 
Seven sessions: $17.50. 
IV. Training for Democratic Group Leadership 
Group process techniques for staff meetings, committee and community 
work, Skills practice for developing the role of the democratic leader. 
Seven sessions: $17.50. 
V. Relationship Re-education for Parents and Children 
Individual or group sessions for parents and/or children. Fees on request. 
VI. Relationship Re-education for Marital Couples 
Individual or group sessions for marital couples. Fees on request. 
The above courses and study groups will be organized on request for any 
group of 15 students. Telephone CRestview 6-5726. 
Library: 
The California Psychodramatic Institute will be the official west-coast 
distributing center for Beacon House publications: Sociometry, Group Psycho- 
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therapy, Psychodrama Vol. I, Who Shall Survive, and others. Subscriptions 
and orders will be taken. 
Place: 

9283 Flicker Way. Los Angeles 46. (North of Sunset Boulevard on 
Doheny Drive, left one block on Flicker). 
Staff: 

Anna B. Brind, Ph.D. 

Clinical psychologist, and student of J. L. Moreno 

Nab Brind, Ph.D. 

State Academy of Theatre Arts, Vienna, and student of J. L. Moreno. 
Educational Consultant: 

Robert Bartlett Haas, Ed.D. 

Editor, “Psychodrama and Sociodrama in American Education” 

Student of J. L. Moreno. 


World Federation of Mental Health 
Study Group on Leadership and Authority in 
Local Communities 
At the final session of “special” study group on Leadership and Authority 
in Local Communities at the IV International Congress in Mexico City, it was 
agreed that the San Francisco Mental Hygiene Clinic report by Richard Sears, 
“Leadership Among Patients in Group Therapy,” be used as a basis for various 
local attempts to evaluate and formulate studies, so that coordinated con- 
clusions may be presented at the interim meeting of the World Federation for 
Mental Health in August, 1952 in Brussels. An interim committee was ap- 
pointed to carry out this work: Dr. Paul J. Reiter (Denmark), chairman; Dr. 
Donald A. Shaskan (San Francisco), work chairman; Dr. Genevieve M. Stew- 
art (San Francisco), secretary; Dr. Cosa Dell Haskell (San Francisco), bibli- 
ographer. 
At the meeting of the local study group on January 18, 1952, topics of 
further study were discussed. A list of these is suggested. 
(1) Economic aspects of leadership: (by definition: the greatest advantage 
for the least effort) Dr. Sears’ report accepted. Further specific work 
needed. 


(2) Dynamics of leadership: e.g., how does leadership influence group 
goals and how do group goals influence leadership? 


(3) Structural aspects: anthropological conclusions will be important 
here, and group tests indicating patterns of leadership in relation to 
group P 
group patterns. 
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(a) Group attitudes in relation to leadership: for example, is there a 
group attitude? If so, what is the effect of ethnocentrisim, prejudice, 
authoritarianism, etc., on leadership? 
(4) Why and how does leadership emerge? 
If you will send to Donald A. Shaskan (work chairman)* the results of 
studies which relate to these topics, and indicate the subject on which you wish 
to work, reports can be exchanged throughout the committee at frequent in- 


tervals. 


*Chief, Mental Hygiene Clinic, Veterans Administration, 49-4th Street, San Francisco 3, 
California. 


1952 SPRING AND SUMMER PROGRAM, MORENO INSTITUTE 


Course I: Monday, February 11, 7:30-9:30 p.m., for 15 weeks, at 
101 Park Avenue, New York City. Group Action Methods in Education, 
Counseling and Social Work. Principles of Sociometry, Sociodrama, Psy- 
chodrama and Role Playing. The use of these methods in practical prob- 
lems of teaching, guidance and social work. Prerequisites: A degree from 
an accredited institution of higher learning, with specialization in psy- 
chology and/or sociology. No charge for late registration. 


Fee: $30.00 2 semester hours 


Instructor: Nahum E. Shoobs 


» * 


Course II: Friday, February 8, 5:30-7:30 p.m., for 15 weeks, at 
101 Park Avenue, New York City. Laboratory for Research and Practice 
in Group Action Methods. Psychodrama, Sociodrama and Role Playing 
applied to actual problems of inter-personal relations in industry, social 
institutions, and everyday life. Prerequisites as above. No charge for late 


registration. 


Fee: $30.00 2 semester hours 


Instructors: Robert Boguslaw, James M. Dysart, John Mann 


» * 
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The program of public demonstrations, every Friday at 8:45 p.m., 
at 101 Park Avenue, New York City, will continue throughout 1952. 
Special programs can be arranged for large groups, who may obtain a 
group rate if reservations are made in advance. 
Fee: $1.75 per person 


Four WorksHop CONFERENCES 


1) Easter Conference—April 12 through 14. 

2) Decoration Conference—May 31 through June 2. 

3) Independence Conference—July 4 through 6 

4) Labor Conference—September 1 through 3. 

Each conference takes place at 259 Wolcott Avenue, Beacon, New 


York and begins at 3:00 p.m. on the first day. 

These intensive, short-term courses offer clinical facilities and lecture- 
demonstrations on a seminar basis. Students participate in lectures, clini- 
cal practice sessions and group discussions. 

Room and Board are provided and included in the fee. Preference is 
given to persons engaged in the study of the social sciences, clinicians, 
school teachers, personnel officers and all persons who will benefit from 
such instruction. 


Also recommended as a refresher course for former students of the 
Institute. 


Fee: $47.50. Enrollments and fee should be in our hands at least one 
week in advance of each conference. 


* + * 


ReEswENT Courses—July 1 through 28, July 20 through August 
25, at 259 Wolcott Avenue, Beacon, New York. 


Intensive, long-term clinical training courses for practitioners in such 
fields as make the application of sociometric and psychodrama techniques 
and knowledge an instrument in their work, on a level acceptable by ac- 
credited graduate schools. Applicants must submit graduate academic 
record. Credit: 4 Points 


Students not desiring credit may be accepted for courses upon 
special application. 
For reservations, fee arrangements, admission requirements to courses, 
and additional information, write to: 
MORENO INSTITUTE 
Either at 101 Park Avenue, New York City, or 259 Wolcott Avenue, 
Beacon, N.Y. 
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ANNUAL CONFERENCE 
American Society of Group Psychotherapy and Psychodrama 
May 16, 17 and 18, 1952 


At 
The Roosevelt Hotel 
New York City 


The Conference commences Friday, May 16 at 7:00 p.m. and runs through 
Saturday and Sunday. No Registration fee for Members; $2.00 for Non-Mem- 
bers. For further information and program write to the American Society of 
Group Psychotherapy and Psychodrama, Room 327, 101 Park Avenue, New 
York 17, New York. 


In Memoriam, Vernon C. Branham, M.D., 1889-1951 


Dr. Vernon C. Branham died suddenly in Washington, D.C., on October 
23, 1951. An account of his accomplishments by Dr. John D. Schultz of the 
Veterans Administration in Washington will appear in the next issue of this 
journal. 
Booxs RECEIVED 
Child Psychology by George G. Thompson, Houghton Mifflin Co., New York, 
1952, 667 pages. 
Personal and Social Adjustment by Wayland F. Vaughan, The Odyssey Press, 
New York, 1952, 578 pages. 


Fostering Mental Health in our Schools, 1950 Yearbook, National Education 
Association, Washington, D.C., 320 pages. 


Through Values to Social Interpretation by Howard Becker, Duke University 


Press, 1950, 341 pages. 
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Who Shall Survive 


A New APPROACH TO THE PROBLEM OF HUMAN INTERRELATIONS 
J. L. Moreno, M.D. 


With a Foreword by William Alauson White, M.D. 


Second, Revised and Enlarged Edition in Two Volumes 


The first edition of this book appeared in the spring of 1934 as Mono- 
graph No. 58 of the “Nervous and Mental Disease Publishing Co., Washing- 
ton, D.C. 


The reprinting of this book is now in the final stages. Because of con- 
tinuous and growing demand for the book special efforts have been made to 
extend it so that it can be a useful guide to researchers as well as for clinical 
workers in the field of human relations. Its most important improvement con- 
sists in “the sociometric geography of human society,” a map of more than 300 
charts introduced, analyzed and indexed. All the charts contained in the orig- 
inal edition of this book are reproduced and many new charts are added so as 


to encompass the various contributions, new applications and discoveries made 
by sociometrists in the course of twenty years. The sociologist, the social psy- 
chologist, the clinical psychologist, the anthropologist, the psychiatrist, the ed- 
ucator, the philosopher and the artist will find here represented in direct and 
visual manner the hidden resources of the human group. A large number of 
charts are multicolored sociometric maps of whole communities giving a bird’s 
eye view of their internal growth and structure. 


The original text of the book is unabridged, supplementary materials are 
added to bring the reader up to date with new developments. The book is as 
vigorous and refreshing today as when it first appeared. Although it became 
the fountainhead of a new science and methodology in human relations many 
of its fertile ideas are still buried in the book, in need of rediscovery and fur- 
ther development. 


The book and the maps will be published in a single volume, but the book 


of maps, “Sociometric Geography of Human Society” will be available as a 
separate voume. 


For further information write to: Beacon House Inc., P.O. Box 311, Bea- 
con, N.Y. 


. 
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ACCURACIES OF TEACHERS JUDGEMENTS 
CONCERNING THE SOCIOMETRIC STATUS 
OF SIXTH-GRADE PUPILS 


Sociometry Monograph No. 25 


By 


NORMAN GRONLUND 


UNIVERSITY OF MICHIGAN 


PRICE $2.75 


NEW EDITIONS OF SOCIOMETRY, VOL. NOS. 1, 2, 3 
ARE NOW IN PREPARATION 


This is brought to the attention of librarians and interested students who 
for years have tried to attain these volumes of Sociometry in order to have 


the complete series. 


Please send orders to Beacon House Inc., P.O. Box 311, Beacon, N.Y. 


= 


The Psychiatric Quarterly 


Newton Bice.ow, M.D., Editor 
IN THE ISSUE OF JANUARY, 1951 


SOLOMON, “Treatment of the psychoses;” BEWKES, “Tribute to 
Dr. Richard H. Hutchings;” MICHAEL, “Impotence during elec- 
tric shock therapy;’’” STEWART, KATZ and LANG, “The use of 
BCG in mental institutions;’’” BARAHAL, “The obstacle motif as 
a typical dream experience;” BRUSSEL and SCHNEIDER, “The 
B.E.S.T. in the treatment and control of chronically disturbed 
mental patients—a preliminary report;”” KOENIG and FELDMAN, 
“Nonstandard method of electric shock therapy;’’ DEVEREUX, 
“Neurotic crime vs. criminal behavior;’? CLARDY, “A study of 
development and course of schizophrenia in children;’”’” STECKLER 
and HARRIS, “A preliminary report on antabuse therapy for alco- 
holism;” MATFUS, “Pain;’” SIMON, HOLZBERG and UNGER, “A 
study of judgment in the psychopathic personality.” 


Tue PsycHiatTric QuaRTERLY is the official publication of the New 
York State Department of Mental Hygiene, $6.00 a year in U.S. and 
possessions, $6.50 elsewhere. THE State Hospirars Press, Utica, 
New York. 


A Psychiatric Word Book 


By RicHarp H. Hutcrines, M. D. 


Revised and Enlarged Seventh Edition, 1943 
(Now in the Sixth Printing) 
This pocket lexicon of terms employed in psychiatry, psycho- 


analysis and allied disciplines sold more than 12,000 copies in previous 
editions. The seventh edition has been thoroughly revised and con- 
siderably enlarged. The type has been entirely reset, some 150 new 
terms have been defined and many others have been revised or re- 
worded for greater clarity. 255 pages; gold stamped, ruby, water- 
proof cloth, semi-flexible binding. 

Price $1.50 postpaid THe State Hosrrrats Press, Utica, N.Y. 


Other Publications by The State Hospitals Press 


OUTLINES FOR PSYCHIATRIC EXAMINATIONS. By Nolan 
D. C. Lewis, M. D., 158 pages, paper, 75 cents; cloth, $1.50. 1943. 

SYLLABUS OF PSYCHIATRY. By Leland E. Hinsie, M.D., 348 
pages with index, cloth $2.50. 1933. 

SOCIAL AND BIOLOGICAL ASPECTS OF MENTAL DISEASE. 
7 Benjamin Malzberg, Ph.D., 360 pages with index, cloth, $2.50. 

1940. 
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